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PREFACE 


In  1976  the  Health  Standards  and  Quality  Bureau  (HSQB)  of  the  Health  Care 
Financing  Administration  (HCFA),  U.S.  Department  of  Health,  Education,  and 
Welfare,  funded  demonstration  projects  to  determine  the  ability  of  Professional 
Standards  Review  Organizations  (PSROs)  to  monitor  the  quality  and  appropriate- 
ness of  nursing  home  care.  The  demonstrations  were  conducted  from  October  1976 
to  September  1978.  In  the  fall  of  1978,  The  Rand  Corporation,  under  contract  with 
HSQB,  undertook  an  assessment  of  the  demonstration  effort. 

This  volume  contains  site-specific  assessments  of  ten  demonstration  projects  in 
PSRO  long-term  care  review.  It  is  a  companion  piece  to  another  Rand  report 
(R.  A.  Kane  et  al.,  The  PSRO  and  the  Nursing  Home:  Vol.  I,  Assessment  of  PSRO 
Long-Term  Care  Review,  R-2459/1-HCFA),  which  makes  cross-site  comparisons 
among  the  ten  projects. 
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INTRODUCTION 


The  purpose  of  this  volume  is  to  provide  relatively  brief  summaries  of  each  of 
ten  PSRO  demonstration  projects  that  were  funded  as  pilot  programs  in  LTC 
review  between  October  1976  and  September  1978. 

This  volume  is  a  companion  piece  to  a  preceding  volume  (Kane  et  al.,  1979).  It 
is  organized  by  site,  and  the  reader  is  referred  to  the  first  volume  for  discussion  and 
analysis  of  issues  across  all  demonstration  sites  and  for  presentation  of  cross-site 
comparisons. 


GENERAL  METHOD 

The  methods  of  our  study  of  the  PSRO  demonstration  projects  were  outlined 
in  Vol.  I,  Chapter  2.  In  summary,  the  types  of  information  gathered  about  each  site 
include: 

1.  Written  materials  from  each  site,  including,  but  not  limited  to,  initial 
proposals  for  performing  LTC  review;  demonstration  final  reports;  review- 
ers' manuals;  written  reports  of  MCE  studies  and  special  studies;  progress 
reports  and  logs  kept  during  the  demonstration. 

2.  Forms  and  criteria  for  utilization  review  and  concurrent  quality  assur- 
ance review. 

3.  Information  received  during  two  site  visits  when  members  of  the  Rand 
team  met  with  PSRO  members  and  staff  and  with  interested  individuals 
and  groups  outside  the  PSRO. 

4.  Special  studies  performed  as  indicated  at  particular  sites,  including  case 
studies  of  special  programs  and  procedures  and,  in  some  cases,  reanalysis 
or  primary  analysis  of  data  collected  by  the  PSRO  review  systems. 

5.  Additional  input  from  representatives  of  the  site  during  a  conference 
attended  by  all  ten  demonstration  projects  and  hosted  by  Rand  in  Decem- 
ber 1978.  " 

6.  Telephone  interviews  with  all  the  LTC  facilities  involved  in  the  demon- 
stration or  with  a  sample  of  30  facilities  (whichever  was  less). 

Rand  information  gathering  was  focused  both  on  the  lessons  about  LTC  review 
that  might  be  derived  from  the  demonstration  experience  and  on  identification  of 
any  evidence  or  suggestions  about  the  kind  of  impact  that  the  PSRO  LTC  review 
program  had  on  either  utilization  or  quality  of  care. 


TIME  FRAME 

The  Rand  team  began  its  task  of  assessing  the  ten  demonstration  projects 
during  October  1978.  Our  activity  started  concurrently  with  the  termination  of  all 
but  one  demonstration  project;  as  we  entered  the  field,  the  PSROs  were  in  various 
stages  of  preparing  their  final  LTC  demonstration  reports. 
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As  much  as  possible,  we  focused  our  data  gathering  on  the  demonstration 
period;  we  took  the  position,  however,  that  an  abrupt  cut-off  point  would  ignore  the 
fact  that  the  demonstrations  were  designed  to  build  toward  a  future  program  and 
that  current  planning  for  LTC  review  was,  in  many  ways,  an  outgrowth  of  the 
demonstrations.  In  each  site-specific  chapter,  we  have  therefore  included  a  short 
section  entitled  "Current  Situation"  in  addition  to  a  discussion  of  the  activity  that 
occurred  at  each  site  during  the  demonstration. 

It  was  necessary  to  select  a  cut-off  point  for  inclusion  of  current  material.  All 
Rand  visits  were  concluded  by  February  15, 1979,  and  our  comments  do  not  update 
the  situation  at  any  site  beyond  February  15.  We  emphasize  this  because  the  LTC 
programs  at  many  of  the  PSRO  demonstration  sites  are  in  a  state  of  transition  in 
terms  of  both  internal  management  and  external  circumstances  and  we  anticipate 
more  program  shifts  in  the  immediate  future. 

Drafts  of  the  relevant  chapters  of  this  report  were  sent  to  each  participating 
PSRO  for  review  and  comment  before  we  finalized  the  site-specific  descriptions. 
Thus,  the  ten  PSROs  have  had  input  into  the  report  that  has  served  as  an  accuracy 
check  on  both  our  facts  and  our  statements  of  PSRO  position.  In  the  final  analysis, 
of  course,  interpretative  comments  were  the  responsibility  of  the  Rand  research 
team. 


ORGANIZATION  OF  THE  VOLUME 

One  chapter  is  devoted  to  each  LTC  demonstration  project.  The  subheadings 
used  within  each  chapter  correspond  to  chapter  titles  in  Vol.  I.  Table  1.1  shows  the 
correspondence  between  subsections  of  the  accounts  of  individual  sites  and  chapter 
divisions  of  the  first,  more  general  volume.  In  these  descriptions,  we  have  highlight- 
ed the  perceptions  of  the  projects  themselves.  Our  discussion  of  the  project's  initial 
objectives,  priorities  and  philosophies,  and  "lessons"  learned  about  long-term  care 
review  are  cast  from  the  perspectives  of  the  respective  PSROs  as  reflected  by 
written  and  verbal  statements  from  PSRO  representatives  at  the  time  of  our  assess- 
ment. We  realize  that  our  presentation  is  based  on  a  "snapshot"  of  each  PSRO  and 
that  both  the  PSROs  and  perhaps  their  perceptions  of  the  demonstration  period 
might  change  with  time.  Although  this  volume  is  primarily  descriptive  and  much 
of  our  evaluative  comment  is  reserved  for  cross-site  discussions  in  Vol.  I,  the 
conclusions  drawn  at  the  end  of  each  chapter  are  those  of  the  Rand  research  team. 

The  format  of  the  chapters  has  been  maintained  consistently  throughout  the 
volume,  but  we  have  made  no  effort  to  produce  chapters  of  equal  length.  Detailed 
discussions  and  examples  of  research  efforts  conducted  by  the  demonstrations 
appear  in  Vol.  I,  where  the  general  problems  of  showing  effectiveness  are  discussed. 
The  reader  is  referred  to  Vol.  I  for  such  material,  and  findings  are  merely  noted 
in  this  volume. 

Volume  II  concludes  with  an  annotated  listing  of  materials  produced  at  the 
various  sites  that  might  have  utility  for  PSROs  or  others  planning  to  initiate  an 
LTC  review  program  (Appendix  A).  The  forms,  criteria,  and  miscellaneous  docu- 
ments produced  by  the  demonstrations  are  too  voluminous  to  append  to  this  work 
but  much  useful  information  is  embedded  in  these  materials.  Appendix  A  provides 
a  quick  guide  to  the  locations  of  such  items  for  the  interested  reader.  A  glossary 
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Table  1.1 

Relationship  Between  the  Organization  of  Vol.  I  and  Vol.  II 


Volume  II  Chapter  Subheadings 

Cross-Reference  to  Chapters  in  Volume  I 

Program  Description 
Context  of  Demonstration 
Priorities  and  Philosophy 
Processes  of  Review 

(criteria,  forms,  data  collection) 

Chapter  3:  The  Review  System 

Contains  discussions  and  tabular  displays  of  activities,  philoso- 
phies, forms,  criteria,  and  review  methodologies  across  sites. 
Political  environment  is  also  described  across  sites,  and  an  analy- 
sis  01  Ljvj\-'  decisions  irom  one  site  is  ^irestrnteu  to  illustrate  ex 
plicit  judgments. 

The  Data  System 

Chapter  4:  The  Data  System 

Contains  a  discussion  of  data  bases,  profile  capacity,  and  ways 
that  demonstrations  contributed  to  knowledge  about  LTC. 
Includes  some  original  Rand  analyses. 

Impact 

Chapter  5:  Impact  of  LTC  Review 

Chapter  6:  MCE  Studies  and  Special  Studies 

These  two  chapters  describe  issues  and  problems  in  dem- 
onstrating impact.  They  contrast  different  approaches  and 
provide  case  examples  across  sites.  The  MCE  study  experience 
in  LTC  is  discussed  across  sites,  and  illustrations  are  provided. 

Facility  Perspective 

Chapter  7 :  Facility  Perspective 

Analyzes  the  information  from  telephone  interviews  with 
facilities  at  all  sites. 

None 

Chapter  8:  Costs  of  LTC  Demonstration  Projects 

Discusses  problems  of  providing  cost-effectiveness  estimates 
and  analyzes  Rand  information  about  costs  of  various  pro- 
gram components  across  sites. 

Current  Situation 

None 

Conclusions 

Chapter  9:  Conclusions  and  Recommendations 

of  acronyms  and  PSRO  terminology  is  also  included  in  this  volume  (Appendix  B) 
for  readers  less  familiar  with  PSRO  review  programs. 
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Chapter  1 


BALTIMORE  CITY  PROFESSIONAL  STANDARDS  REVIEW 

ORGANIZATION 


SUMMARY 

The  Baltimore  City  PSRO  (BCPSRO)  entered  the  LTC  review  arena  through  a 
route  somewhat  different  from  the  routes  of  the  other  demonstrations;  BCPSRO's 
first  LTC  review  activity,  beginning  in  the  months  just  prior  to  the  demonstration, 
was  in  the  chronic  disease  hospitals  (CDHs)  of  the  region.  The  2  years  of  the  project 
witnessed  a  gradual  progression  of  review  activity  into  the  nursing  homes,  so  that, 
by  the  end  of  the  demonstration,  binding  review  for  Medicare  and  Medicaid — both 
preadmission  review  (PAR)  and  continued  stay  review  (CSR) — was  being  per- 
formed in  both  types  of  facilities.  During  the  same  period,  BCPSRO  established 
baseline  information  about  all  the  patients  in  both  the  CDHs  and  nursing  homes, 
using  carefully  designed  cross-sectional  surveys  to  accomplish  this  task. 

The  two  surveys  enabled  the  PSRO  to  become  well  informed  about  the  char- 
acteristics of  the  patient  population  at  three  levels,  i.e.,  CDH,  SNF,  and  ICF.  The 
experience  of  BCPSRO  illustrates  how  information  provided  by  a  PSRO  can  be 
utilized  on  behalf  of  proposed  policy  changes;  in  some  instances  the  PSRO  is  pleased 
with  the  impact  of  its  data  gathering,  whereas  in  others  it  believes  that  the  informa- 
tion was  misinterpreted  and  resulted  in  counterproductive  policy  decisions. 

Much  effort  was  spent  at  this  site  in  developing  a  reliable  system  for  determin- 
ing level  of  care  of  nursing  home  patients.  The  LTC  Committee,  which  included  the 
medical  directors  of  the  chronic  disease  hospitals,  represented  substantial  practical 
experience  in  LTC;  this  committee  discussed,  in  considerable  depth,  how  to  make 
LOC  judgments  by  using  a  six-point  scale  developed  by  the  PSRO  (SNF  high, 
medium,  low;  ICF  high,  medium,  low).  Committee  members  and  review  nurses 
were  then  trained  to  make  reliable  judgments.  The  Rand  team  analyzed  the  data 
from  the  nursing  home  survey  to  determine  the  specific  components  of  professional 
judgments  that  had  already  achieved  a  high  order  of  reliability.  (This  analysis  is 
contained  in  Vol.  I,  Chapter  3.) 

In  addition,  BCPSRO  was  committed  to  vigorous  quality  assurance  efforts 
aided  by  bedside  assessments.  In  this  regard,  a  distinguishing  feature  of  the  pro- 
gram was  its  intensive  commitment  of  resources  to  upgrade  the  quality  of  care  in 
an  "outlier  facility,"  i.e.,  a  nursing  home  that  was  offering  care  well  below  accept- 
able standards.  Because  BCPSRO's  activity  in  this  single  facility  provides  the  best 
example  across  the  demonstrations  of  a  PSRO  initiative  against  the  "outlier"  phe- 
nomenon, these  activities  are  described  rather  fully  both  below  and  as  a  case  study 
in  Vol.  I,  Chapter  5. 
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PROGRAM  DESCRIPTION 
Goals 

BCPSRO  took  an  action-oriented  stance,  perceiving  that  the  purpose  of  PSRO 
activity  is  to  change  the  health  care  system  to  meet  patient  needs.  As  part  of  this 
continuing  effort,  the  specific  objectives  of  the  demonstration  included  the  follow- 
ing: 

1.  Perform  binding  review  in  all  LTC  facilities  in  the  PSRO  area. 

2.  Perform  a  bedside  survey  of  skilled  and  intermediate  care  nursing  home 
patients  and  patients  in  chronic  disease  hospitals. 

3.  Refine  criteria  for  level  of  care. 

4.  Evaluate  the  impact  of  PSRO  LTC  review  on  quality  of  care  in  LTC 
facilities. 

5.  Provide  information  to  policymakers  by  sharing  findings  with  other  agen- 
cies. 

Activities 

BCPSRO  had  achieved  binding  review  for  Medicaid  patients  in  the  CDHs  by 
February  1976,  and  by  June  of  that  year,  it  had  extended  the  binding  review  to 
Medicare  patients  within  CDHs.  At  about  the  same  time,  it  conducted  a  survey  of 
all  CDH  patients.  The  initial  form  of  binding  review  adopted  from  the  state  was  a 
paper  review  of  forms  submitted  by  the  facilities;  after  the  bedside  survey  results 
were  obtained,  BCPSRO  changed  its  method  for  continued  stay  review  to  an  onsite 
review  that  utilized  both  medical  records  and  bedside  assessments  to  gather  infor- 
mation. 

At  this  point  in  the  history  of  the  PSRO,  the  demonstration  project  began. 
Under  its  auspices,  the  PSRO  gradually  moved  into  the  nursing  home,  first  with  a 
survey  of  all  patients  and  then  with  a  program  of  PAR  and  CSR  in  nursing  homes. 
Binding  Medicaid  review  in  nursing  homes  was  not  achieved  until  June  1978,  and 
binding  review  for  Medicare  in  nursing  homes  occurred  in  September  1978,  just  as 
the  demonstration  period  ended.  Table  1.1  gives  the  chronology  of  LTC  events  at 
the  Baltimore  PSRO. 

Preadmission  Review.  The  first  regular  review  program  undertaken  by 
BCPSRO  was  based  on  the  state's  preadmission  review  methodology.  A  standard 
application,  formerly  sent  by  acute  care  hospitals  to  the  local  health  department 
and  to  the  state,  was  sent  instead  to  the  PSRO.  Certification  for  admission  was 
authorized  on  the  basis  of  that  information.  PAR  for  CDHs  began  just  prior  to  the 
demonstration,  and  the  same  kind  of  PAR  procedures  were  conducted  for  nursing 
homes  beginning  in  June  1978. 

A  particularly  interesting  aspect  of  the  PAR  program  was  its  review  of  admis- 
sions of  nonhospital  patients.  The  procedure  was  as  follows:  The  community  physi- 
cians filed  an  application  with  the  PSRO  and  additional  information,  if  needed,  was 
sought  from  the  physician  or  a  home  health  agency  when  appropriate.  If  the  PSRO 
deemed  it  necessary,  it  asked  the  Geriatric  Evaluation  Service  to  visit  the  patient, 
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Table  1.1 

Chronology  of  Events:  BCPSRO  LTC  Review 


2/76  Binding  review,  Medicaid/Chronic  Disease  Hospitals  (paper  PAR 

and  CSR  taken  over  from  state) 

6/76  Binding  review,  Medicare/Chronic  Disease  Hospitals 

6/76  Bedside  survey  of  all  Chronic  Disease  Hospital  patients 

7/76  CSR  for  Chronic  Disease  Hospitals  changed  to  onsite  review 

10/76  LTC  Demonstration  Project  began 

2/77  Bedside  survey  of  all  nursing  home  patients  in  BCPSRO  area 

12/77  BCPSRO  began  performing  PAR  for  Medicaid  for  the  city  Health 

Department,  which,  in  turn,  had  contracted  with  the  state 

Health  Department 

1/78  BCPSRO  began  doingMR  and  IPR  for  the  city  Health  Department 

6/78  Binding  review,  Medicaid/Nursing  Homes  (paper  PAR  and  onsite 

CSR) 

7/78  Problem  of  an  "outlier"  facility  delivering  very  poor  care  was 

identified  and  BCPSRO  assumed  major  responsibility  for  up- 
grading the  facility 

9/78  Binding  review,  Medicare/Nursing  Homes 

9/78  LTC  Demonstration  Project  ended 

10/78-2/79   The  following  postdemonstration  events  occurred: 


Data  available  from  MCE  on  congestive  heart  failure  begun 
earlier 

New  MCE  planned  on  transfer  to  emergency  rooms  from  LTC 
facilities 

Program  in  outlier  facility  continues 

State  proposed   new   nursing  home  rate  system  creating 

"super-skilled"  and  "comprehensive"  levels 
BCPSRO   is  working  toward  further  refinement  of  LOC 

criteria  by  diagnosis  or  problem 


and  occasionally  PSRO  review  nurses  or  physicians  made  home  visits  to  assess  the 
patient.  Approximately  10  percent  of  PAR  reviews  fell  into  this  community-based 

category. 

Continued  Stay  Review.  CSR  began  as  a  "paper  review"  in  CDHs  in  the 
same  format  as  the  PAR,  i.e.,  the  CDH  or  nursing  home  sent  the  form  to  the  PSRO. 
The  validity  of  this  paper  review,  however,  was  questioned  by  the  LTC  committee; 
the  CDH  survey ,  performed  before  the  demonstration  began,  supported  this  conclu- 
sion that  misplacement  persists  under  a  paper  review  system  and  led  to  the  im- 
plementation of  onsite  continued  stay  review.  These  reviews  were  performed  by  a 
nurse  review  coordinator  and  entailed  both  a  review  of  the  medical  record  and  a 
bedside  assessment  of  the  patient.  Through  the  latter  activity,  a  quality  assurance 
dimension  was  introduced  into  PSRO  activities. 

The  PSRO  first  began  its  nursing  home  review  with  a  bedside  survey  of  all 
patients;  shortly  thereafter  it  performed  Independent  Professional  Review  (IPR) 
and  Medical  Review  (MR)  as  an  agent  for  the  local  health  department.  (This  meant 
that,  although  no  MOU  had  been  signed  between  the  state  and  the  PSRO,  the 
determinations  had  a  binding  effect.)  CSR,  when  it  was  finally  negotiated  in  nursing 
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homes,  was  an  onsite  review  similar  to  that  adopted  in  the  CDH  described  above. 
Review  coordinators  not  only  made  LOC  determinations  on  a  six-point  LOC  scale, 
but  also  conducted  quality  assurance  reviews  and,  if  necessary,  made  on-the-spot 
interventions  with  the  nursing  home  staff. 

Almost  immediately  upon  assuming  binding  Medicaid  review  for  nursing 
homes  in  the  late  spring  of  1978,  the  PSRO  discovered  what  it  considered  to  be 
life-threatening  conditions  in  one  large,  inner  city  facility.  The  phase-in  of  the 
concurrent  review  system  was  somewhat  delayed  because  of  the  deployment  of 
resources  in  an  effort  to  upgrade  care  and  protect  patients  in  this  single  facility. 

Medical  Care  Evaluation  Studies.  During  the  demonstration,  two  MCE 
studies  were  conducted.  The  first  (on  the  topic  of  bedsores)  was  performed  in  5 
CDHs  and  3  nursing  homes.  It  resembled  an  epidemiological  study  in  that  it  collect- 
ed information  about  the  prevalence  of  decubiti  in  the  nursing  homes  prior  to  the 
study  period,  the  prevalence  of  decubiti  in  patients  newly  admitted  from  hospitals 
to  nursing  homes,  and  the  incidence  of  new  decubiti  appearing  during  the  6  months 
of  data  collection.  For  each  of  these  groups  of  decubiti,  data  were  gathered  about 
the  status  of  the  pressure  sore.  Other  information  collected  simultaneously  on 
diagnosis  and  functional  status  led  to  establishment  of  risk  factors  for  decubitus. 
The  second  MCE  study,  on  the  topic  of  congestive  heart  failure,  was  performed  in 
25  nursing  homes.  No  restudies  were  done  during  the  demonstration  period. 


CONTEXT  OF  THE  DEMONSTRATION 

BCPSRO  has  a  history  of  cordial  relationships  with  state  and  local  health 
organizations,  including  the  HSA  and  providers  of  care.  The  main  obstacle  encoun- 
tered by  the  PSRO  was  the  delay  in  concluding  an  MOU  for  Medicaid  review  in 
nursing  homes.  Protracted  three-way  negotiations  between  the  state,  BCPSRO,  and 
HSQB  were  required  to  clarify  the  state's  concern  about  whether  it  would  still  have 
residual  responsibility  for  MR  after  an  agreement  was  made  with  the  PSRO.  Al- 
though these  issues  were  not  resolved  until  close  to  the  end  of  the  demonstration 
project,  the  working  relationships  between  BCPSRO  and  the  state  Medicaid  agency 
were  amicable.  De  facto  PSRO  binding  review  began  in  December  1977  by  agree- 
ment with  the  city  health  department,  which,  in  turn,  had  a  contract  from  the  state 
Medicaid  agency. 

The  Baltimore  LTC  demonstration  was  conducted  under  the  auspices  of  a  group 
of  interested  and  experienced  physicians.  At  that  time  the  chairperson  of  the  LTC 
committee  (and  the  PSRO  Medical  Director  for  LTC)  was  a  senior  faculty  member 
at  the  Johns  Hopkins  School  of  Public  Health  who  had  had  previous  experience  in 
the  aging  field;  the  committee  members  initially  included  five  medical  directors  of 
CDHs,  two  medical  directors  of  large  nursing  home  chains,  and  a  physician  from 
the  state's  program  for  the  chronically  ill  and  aging.  Later,  when  the  PSRO  began 
its  work  in  nursing  homes,  the  committee  was  expanded  to  include  nursing  home 
administrators.  This  experienced  committee  was  interested  in  developing  reliable 
LOC  decisions  to  the  extent  that  committee  members  even  reviewed  patients  in 
each  other's  facilities  in  an  effort  to  develop  a  consistent  approach.  In  addition  to 
local  expertise,  the  PSRO  received  technical  assistance  from  the  Hebrew  Rehabili- 
tation Center  for  the  Aged  (HRCA)  in  Boston  to  help  the  PSRO  staff  perform  their 
reliability  studies  at  the  time  of  the  nursing  home  bedside  survey. 
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A  contextual  factor  for  BCPSRO  is  the  presence  of  the  CDH  in  the  delivery 
network.  These  hospitals,  which  accounted  for  about  400  beds  and  included  some 
large  facilities,  were  originally  conceived  as  vehicles  for  highly  skilled  care,  includ- 
ing either  terminal  care  or  rehabilitative  services  for  stroke  and  spinal  cord  inju- 
ries. At  the  beginning  of  PSRO  work  in  CDHs,  admission  to  them  was  associated 
with  substantial  delay  and  there  were  public  discussions  about  the  need  for  more 
CDH  beds. 


PRIORITIES  AND  PHILOSOPHY 

As  already  implied,  the  Baltimore  City  PSRO  emphasized  development  of  an 
operational  program  with  level-of-care  decisions  that  were  made  on  the  basis  of  a 
bedside  assessment.  Achievement  of  reliable  level-of-care  decisions  was  a  high 
priority  for  this  PSRO.  In  addition,  the  BCPSRO  expressed  a  strong  commitment 
to  an  activist  stance.  In  practice,  this  meant  that  the  PSRO  perceived  that  its 
appropriate  role  was  to  work  with  other  responsible  organizations  and  interested 
parties  to  develop  the  information  base  needed  regarding  nursing  home  care  and 
then  to  pursue  strategies  in  support  of  desired  changes. 


PROCESSES  OF  REVIEW 

The  interdigitation  of  the  two  large-scale  epidemiological  surveys  and  the  regu- 
lar review  procedures  was  a  unique  feature  of  BCPSRO.  Both  surveys  were  con- 
ducted with  careful  attention  to  reliability  and  validity.  Criteria  were  developed  for 
LOC  decisions  prior  to  the  CDH  survey,  and  the  actual  survey  was  carried  out  for 
about  400  patients  by  the  PSRO  medical  director  for  LTC  who  was  also  chairman 
of  the  LTC  committee  (a  physician)  and  the  director  of  the  LTC  project  (a  registered 
nurse).  The  nursing  home  survey,  which  involved  assessment  of  3585  patients,  was 
performed  by  teams  of  physicians  and  nurses  who  had  been  trained  to  make  reli- 
able judgments  through  actual  practice  review  in  facilities.  Furthermore,  until 
midway  in  the  survey,  a  management  team  reviewed  a  sample  of  10  percent  of  the 
patients  to  ensure  that  the  standard  of  reliability  was  being  maintained.  Once  the 
survey  teams  were  fielded,  they  moved  rapidly  through  the  assessments,  so  that  the 
survey  presents  a  cross-sectional  snapshot. 

As  part  of  the  nursing  home  survey,  standardized  data  were  collected  and  the 
review  teams  also  made  a  recommendation  for  LOC.  Thus  a  reanalysis  of  that  data 
set  enabled  the  Rand  team  to  make  explicit  the  components  of  the  LOC  decision; 
this  analysis  is  described  in  Vol.  I,  Chapter  3.  In  summary,  using  either  a  math- 
ematically derived  formula  or  a  clinically  based  algorithm,  we  were  able  to  predict 
correctly  the  placements  made  by  the  implicit  judgments  of  the  Baltimore  PSRO 
in  approximately  70  percent  of  the  cases. 

The  concurrent  review  system  developed  by  BCPSRO  maintained  an  emphasis 
on  making  reproducible  LOC  decisions  that  were  consistent  across  both  Medicare 
and  Medicaid.  In  order  to  add  credibility  to  the  quality  assurance  component, 
BCPSRO  placed  emphasis  on  recruiting  reviewers  with  experience  in  geriatrics. 

When  the  problem  at  the  outlier  facility  was  identified,  BCPSRO  placed  three 
review  coordinators  full  time  within  the  facility;  for  a  period,  review  coordinators 
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limited  admissions  to  this  nursing  home  to  those  deemed  within  the  capacity  of  the 
facility.  Directive  educational  approaches  were  undertaken,  including  daily  PSRO 
bedside  rounds  from  which  specific  strategies  for  the  care  of  individual  patients 
emerged. 


THE  DATA  SYSTEM 

The  BCPSRO  assessment  form  is  constructed  so  that  it  can  be  scanned  electroni- 
cally and  is,  therefore,  very  adaptable  to  any  data  analyses  that  are  desired.  During 
the  demonstration  period,  however,  the  regular  review  data  were  not  displayed  in 
profile  form.  At  present,  BCPSRO  possesses  a  large  amount  of  data  from  the  two 
surveys;  the  staff  were  somewhat  disappointed  that  these  data  sets  were  not  being 
fully  mined  for  the  information  that  they  would  generate  about  long-term  care  in 
Baltimore. 


IMPACT 

Chronic  Disease  Hospital  Utilization 

The  two  surveys  did  produce  information  about  misclassification  of  patients  in 
both  LTC  facilities  and  CDHs.  The  major  finding  of  the  CDH  survey  was  that  25 
percent  of  the  patients  were  inappropriately  placed  at  that  level  according  to  the 
existing  state  criteria,  i.e.,  they  did  not  require  skilled  care.  This  information  was 
conveyed  to  the  Health  Systems  Agency  (HSA)  and  contributed  to  its  decision  not 
to  approve  a  proposal  for  the  construction  of  additional  CDH  beds.  (The  PSRO 
estimates  that  this  survey  prevented  the  building  of  about  100  projected  CDH 
beds.)  The  25  percent  of  the  patients  who  were  misclassified  were  not  summarily 
removed  from  the  CDH  (an  action  that  might  have  been  devastating  to  the  pa- 
tients); instead  the  state  agreed  to  pay  for  "administrative  days"  for  these  patients. 
An  educational  program  was  immediately  implemented  in  acute  hospitals  to  clarify 
criteria  for  appropriate  admissions  to  CDHs. 

The  PSRO  staff  believe  that  the  long  waiting  times  for  CDH  beds  have,  indeed, 
decreased  over  the  last  years;  in  their  opinion,  not  only  the  survey  but  also  the 
onsite  utilization  review  in  CDHs,  which  the  PSRO  began  in  July  1976,  contributed 
to  this  outcome.  Although  we  cannot  present  definitive  figures  about  the  easing  of 
the  bed  shortage,  the  fact  that  occupancy  rates  have  decreased  in  both  the  large 
city  CDH  (Mason  Lord  Chronic  Disease  Facility)  and  in  the  state  hospital  in  Mon- 
tebello  is  testimony  to  some  effect;  additionally,  20  chronic  disease  hospital  beds  in 
another  facility  were  decertified.  Interviews  with  members  of  the  Maryland  De- 
partment of  Health  verified  this  impact  and  indicated  that  prior  to  PSRO  review, 
patients  "stayed  forever"  and  afterward,  "there  suddenly  were  empty  beds." 

The  chairman  of  the  LTC  committee  during  the  demonstration  asserted  that 
BCPSRO  had  provided  input  to  a  number  of  constructive  items  in  the  HSA  LTC 
plan  as  a  result  of  its  experience  in  CDHs;  the  specific  element  of  the  HSA  plan  for 
which  the  PSRO  takes  partial  credit  is  the  incorporation  in  it  of  special  programs 
to  meet  the  needs  of  patients  in  four  distinct  categories:  paraplegics  and  quadraple- 
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gics;  patients  using  chronic  respirators;  chronically  ill  children;  and  total  nursing 
care  patients. 

The  HSA  confirmed  that  the  PSRO  work  in  the  CDHs  led  directly  to  a  decision 
that  (a)  more  beds  were  not  required,  but  (b)  specialized  programming  to  meet 
special  needs  was  required.  Not  all  of  the  special  programs  in  the  HSA  plan  have 
been  implemented  as  yet. 


Nursing  Home  Utilization 

The  survey  of  nursing  homes  also  showed  LOC  misclassification.  Although  80 
percent  of  the  beds  were  classified  as  skilled,  only  20  percent  of  the  patients  met 
the  criteria  for  SNF  that  were  established  by  the  PSRO.  The  state,  partially  in 
reaction  to  this  finding,  altered  its  classification  system  for  nursing  home  care. 
Previously  there  had  been  three  covered  levels — SNF,  ICF-A,  and  ICF-B.  The  new 
plan  created  a  superskilled  level  roughly  analogous  to  the  highest  level  in  the 
PSRO's  six-level  scale  and  created  a  new  "comprehensive"  designation  that  in- 
cluded all  other  SNF  patients  and  the  former  ICF-A  group.  The  ICF-B  group  re- 
mained as  the  lowest  level  of  care  reimbursable  by  Medicaid.  All  patients  within 
the  new  comprehensive  designation  were  subject  to  the  same  negotiated  daily  rate. 
This  change  has  led  to  concern  that  Medicare  will  need  to  follow  suit,  limiting  its 
skilled  coverage  to  that  "superskilled"  area  (to  observe  the  principle  of  equity  with 
Medicaid).  The  PSRO  is  somewhat  dismayed  by  what  it  views  as  an  incorrect 
interpretation  of  its  nursing  home  survey  data.  The  new  superskilled  rate  system 
has  not  yet  gone  into  effect  pending  a  ruling  from  the  regional  HEW  office  in 
Philadelphia. 

Impact  on  Quality 

BCPSRO  is  vitally  interested  in  the  quality  of  care  area.  It  believes  that  the 
activities  of  review  coordinators  in  the  facilities  have  led  to  improvements  in  care; 
the  evidence  to  support  this  statement,  however,  is  largely  anecdotal.  The  PSRO 
takes  the  position  that  it  is  within  its  mandate  to  respond  vigorously  to  problems 
of  quality.  For  example,  the  typical  PSRO  procedure  in  response  to  identification 
of  a  quality  of  care  problem  is  the  prompt  arrangement  of  a  meeting  with  the 
relevant  physician,  the  facility  nurse  supervisor,  the  facility  administrator,  and  the 
PSRO  representatives  to  resolve  the  problem.  Another  quality  assurance  function 
as  perceived  by  the  PSRO  is  the  followup  of  complaints;  frequently  a  patient's 
family  would  write  or  telephone  the  PSRO  with  a  complaint  and  the  PSRO  investi- 
gated. Similarly,  the  city  health  department,  the  state  licensing  and  certification 
agency,  the  Area  Agency  on  Aging,  or  even  an  acute  care  hospital  sometimes 
referred  suspected  problems  involving  the  quality  of  nursing  home  care  to  the 
PSRO  for  further  exploration. 

The  major  quality  of  care  effort  was  in  relation  to  an  outlier  facility  (i.e.,  a 
facility  that  provided  care  well  below  the  general  norms  of  the  other  nursing  homes 
in  the  area).  The  problems  identified  involved  inadequate  physician  and  nursing 
care,  as  well  as  inadequate  physical  conditions  of  the  home  itself.  A  cooperative 
effort  was  undertaken  with  the  state  health  department  to  help  the  facility  upgrade 
its  care  instead  of  just  closing  it.  The  PSRO  assumed  responsibility  for  providing 
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the  personnel  and  technology  (a)  to  protect  the  lives  of  the  current  patients,  and 
(b)  to  apply  educative  remedial  techniques  with  the  facility  staff.  These  efforts  are 
described  in  more  detail  in  Vol.  I,  Chapter  5.  In  summary,  it  involved  transferring 
some  patients  away  from  the  facility  (the  PSRO  believes  that  this  action  saved  ten 
lives),  controlling  admissions  to  the  facility,  and  conducting  continuous  onsite 
review  in  the  nursing  home.  By  dint  of  PSRO  efforts,  the  300-bed,  totally  Medicaid 
facility  in  an  inner-city  black  neighborhood  remains  open.  Its  care  is  improved 
although  its  survival  is  still  in  jeopardy.  Its  ultimate  fate  may  be  to  go  into  medical 
receivership;  there  is  currently  a  bill  in  the  Maryland  legislature  that  would  enable 
this  outcome  and  would,  in  turn,  allow  the  patients  to  remain  in  their  familiar 
setting  under  new  management. 


FACILITY  PERSPECTIVE 

Telephone  interviews  were  completed  with  either  administrators  or  directors 
of  nursing  at  22  Baltimore  facilities.  Generally,  facility  respondents  tended  not  to 
attribute  specific  changes  to  the  PSRO  review  activity;  the  most  frequent  categories 
of  change  as  perceived  by  the  facilities  were  (a)  positive  change  in  quality  of 
nursing  care  (32  percent  of  respondents);  (b)  negative  changes  in  LOC  (24  percent); 
and  (c)  increased  documentation  (23  percent).  Of  the  22  people  interviewed,  16 
indicated  that  they  had  received  feedback  about  their  care  from  the  PSRO  and,  of 
these,  13  acknowledged  the  feedback  as  helpful.  About  three-fourths  of  those  que- 
ried believed  that  the  PSRO  had  an  overall  positive  effect  on  LTC  in  the  region,  and 
more  than  half  compared  the  PSRO  review  system  favorably  with  other  review 
systems  they  had  experienced.  (More  details  about  the  telephone  interviews  across 
all  sites  are  given  in  Vol.  I,  Chapter  7.) 


CURRENT  SITUATION 

The  PSRO  binding  review  system  is  essentially  the  same  as  that  performed 
during  the  demonstration  period.  The  PSRO  is  now  planning  to  put  even  more 
emphasis  into  quality  assurance  activities.  The  PSRO  performs  concurrent  quality 
assurance  at  the  same  time  as  CSR.  The  recently  developed  quality  assurance  form 
asks  such  questions  as:  (1)  Are  medications  associated  with  diagnosis?  (2)  Were 
they  given  as  ordered?  (3)  Are  they  consistent  with  treatment?  (4)  Are  they  appro- 
priate? (5)  Do  the  notes  reflect  what  care  is  given?  (6)  Does  the  patient  need  physical 
therapy,  social  work  services?  At  present  there  are  no  explicit  criteria  related  to 
these  judgments  and  reliance  is  placed  on  clinical  interpretation. 

Since  the  end  of  the  demonstration  period,  the  congestive  heart  failure  audit 
has  been  completed.  Results  have  been  returned  to  the  facilities  for  corrective 
action.  Another  audit  is  also  planned  as  a  direct  result  of  the  pressure  sore  audit 
that  was  performed  during  the  demonstration  project.  The  PSRO  plans  to  do  an 
areawide  LTC  audit  on  pressure  sores  that  will  link  hospital  care  with  care  in  LTC 
facilities.  This  audit  resulted  from  nursing  home  complaints  that  patients  are  ad- 
mitted from  the  hospitals  with  pressure  sores,  while  the  hospitals  complain  that  the 
nursing  homes  are  sending  patients  back  to  them  with  pressure  sores. 
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Another  audit,  "Transfer  to  the  Emergency  Room  from  the  Nursing  Home,"  is 
ready  to  be  implemented.  This  audit  was  stimulated  by  the  need  to  better  under- 
stand the  phenomenon  of  emergency  room  visits  for  presenting  complaints  such  as 
"101  degree  temperature"  or  insertion  of  catheters.  Some  facilities  accounted  for 
the  practice  as  a  response  to  the  state's  policy  against  reimbursing  nursing  homes 
for  certain  procedures.  It  was  unclear  how  physician  practices  regarding  nursing 
home  visits  and  physician  reimbursement  rates  contributed,  if  at  all,  to  the  prob- 
lem. As  with  previous  MCE  studies,  the  planned  audit  takes  an  epidemiological 
approach,  abstracting  data  on  the  causes  and  circumstances  of  transfers  from 
nursing  homes  to  emergency  rooms,  as  well  as  examining  such  transfers  against 
criteria  for  justifiable  emergency  room  visits.  BCPSRO  would  plan  to  use  such  a 
study  not  only  to  provide  feedback,  as  appropriate,  to  facilities  and  physicians  but 
also  to  generate  and  disseminate  information  about  incentives  in  reimbursement 
policies. 

Finally,  BCPSRO  is  in  the  process  of  developing  explicit  LOC  criteria  for  CDH, 
SNF,  and  ICF  levels  based  on  conditions  and/or  problems.  A  draft  form  is  shown 
as  Table  1.2. 


CONCLUSIONS 

BCPSRO  activities  immediately  preceding,  during,  and  after  the  LTC  demon- 
stration project  provide  an  example  of  a  PSRO  that  believes  that  the  LTC  arena 
affords  even  more  scope  for  positive  impact  of  a  review  system  than  does  the  acute 
care  setting.  Continuous  work  was  done  and  is  being  done  on  modifying  and  im- 
proving criteria  for  the  actual  accomplishment  of  the  review.  At  the  same  time,  the 
BCPSRO  seems  to  view  itself  as  a  change  agent  within  the  LTC  review  system;  for 
this  reason  it  has  been  important  for  the  Baltimore  City  PSRO  to  build  positive 
relationships  with  the  HSA  and  the  state,  including  mechanisms  for  sharing  infor- 
mation. The  investment  of  large  resources  in  an  outlier  facility,  the  willingness  to 
investigate  complaints,  and  the  readiness  to  enter  the  policymaking  arena  all  sug- 
gest that  this  demonstration  project  functioned  at  the  activist  end  of  the  LTC 
review  continuum. 
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Table  1.2 

Baltimore  PSRO  Level  of  Care  Criteria 


Categories 

Criteria 

CDH 

SNF 

ICF 

Justification  for  Admission 

Medical  Needs 

Nursing  Needs 

A 

B 

C 

Social  Needs 

Rehabilitation  Needs 

Mental/Emotional  Needs 

Reason  for  Continuing  Review 

Reason  for  Discharge 

An  example  of  the  nursing  needs  for  a  fractured  hip  for  each  level  of  care  is  as  follows: 


(A)  CDH 

1.  Need  for  intensive  nursing 
input  for  conditions  such 
as  the  following: 

a.  Severe  decubitus  ulcers 

b.  Prevention  of  contractures 

c.  Severe  pain  requiring 
medication 

d.  I.V.  fluids 

e.  Traction 

2.  Continuous  nursing  observation 
for  any  of  the  stated  medical 
problems 


(B)  SNF 

Requires  availability  of 
nursing  services  around 
the  clock  for  the  follow- 
ing reasons: 

a.  Skilled  procedures,  i.e., 
Foley  catheter  care, 
decubitus  ulcer  care,  etc. 

b.  For  instruction  of  patient 
or  family  on  following 
through  with  rehabilitation 
program 

c.  Bowel/bladder  training 

d.  Assessment/observation 


(C) ICF 

Requires  a  plan  of  care 
to  prevent  unnecessary 
deterioration  or  complica- 
tion 


Complicated  nursing  needs, 
such  as  incontinence 


Chapter  2 


BRONX  PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 


SUMMARY 

The  Bronx  Professional  Standards  Review  Organization  (BPSRO)  operated  in 
perhaps  the  most  complex  environment  of  any  of  the  demonstration  sites.  Geo- 
graphically, the  Bronx  is  a  small  area  (42  square  miles)  with  a  high  population 
density,  including  both  prosperous  and  poverty  areas.  There  were  39  LTC  facilities 
with  a  total  of  11,000  beds  in  this  project  area;  several  of  the  homes  have  300  to 
500  beds.  Politically,  the  major  problem  has  been  that  the  New  York  Department 
of  Health  has  not  yet  negotiated  Memoranda  of  Understanding  (MOUs)  for  LTC 
review  with  any  of  the  state's  17  PSROs. 

During  the  demonstration  project,  BPSRO  developed  methods  for  performing 
all  components  of  an  LTC  program  review.  Preadmission  review  was  instituted  on 
a  trial  basis,  diagnostically-related  criteria  were  developed,  and  methods  for  per- 
forming admission  review  (AR)  and  continued  stay  review  (CSR)  were  field  tested. 
Concurrent  quality  assurance  activities  were  designed  using  diagnostically-related 
criteria,  and  corrective  action  techniques  were  introduced.  Data  were  collected  and 
a  number  of  studies  were  performed  manually,  although  no  computerized  output 
was  obtained  until  after  the  project  period  was  over. 

Unique  to  BPSRO  were  activities  that  resulted  in  less  paperwork,  time  saved, 
and  increased  cash  flow  for  facilities,  as  well  as  assistance  in  obtaining  and/or 
maintaining  favorable  waiver  status;  all  of  these  resulted  in  cost  savings  to  LTC 
facilities.  Understandably,  the  PSRO  was  viewed  as  helpful  by  LTC  facilities. 

In  general,  a  solid,  practical,  and  rather  traditional  program  of  LTC  (analogous 
to  a  hospital  PSRO  review  program)  was  fielded  during  the  demonstration.  Binding 
Medicare  review  began  in  October  1977;  negotiations  with  the  state  for  binding 
Medicaid  review  were  not  complete  at  the  end  of  the  demonstration.  The  difficulties 
in  reaching  this  MOU  with  Medicaid  merit  exploration  because  they  illustrate  very 
well  the  issues  faced,  at  least  in  part,  by  all  the  demonstrations  as  they  worked  to 
define  interorganizational  roles  and  responsibilities  in  LTC  review. 


PROGRAM  DESCRIPTION 
Goals 

Performance  of  LTC  review  had  been  an  objective  of  the  Bronx  PSRO  since  its 
inception  in  1975.  This  was  an  early  goal  because  of  the  high  concentration  of 
elderly  persons  and  LTC  facilities  in  the  comparatively  small  area  of  the  Bronx  and 
the  highly  publicized  inadequacy  of  care  in  many  of  the  LTC  facilities.  Specific 
objectives  of  the  demonstration  project  were  to 
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1.  Develop  and  implement  a  system  for  ensuring  appropriate  utilization  of 
all  LTC  facilities  in  the  BPSRO  area. 

2.  Develop  a  system  of  preadmission  review  (PAR)  and  assess  its  impact  on 
the  admission  process. 

3.  Develop  diagnostically-related  screening  criteria1  for  the  LTC  setting  and 
relate  these  to  criteria  for  the  functional  abilities  of  the  patients. 

4.  Implement  PAR,  AR,  and  CSR. 

5.  Obtain  MOUs  from  Medicare  and  Medicaid  for  binding  review  of  LTC. 

6.  Perform  meaningful  MCE  studies. 

7.  Assist  facilities  in  discharge  planning  activities. 

8.  Produce  facility  profiles. 

Activities 

Preadmission  Review.  Early  in  the  project  period  the  Bronx  PSRO  per- 
formed an  LTC  Patient  Origin  Study.  A  major  finding  was  that  only  54  percent  of 
Bronx  LTC  patients  were  admitted  from  hospitals  in  the  Bronx.  Moreover,  many 
Bronx  hospital  patients  referred  for  LTC  placement  were  applying  to  non-Bronx 
nursing  homes.  This  finding  seemed  to  diminish  the  practicality  of  a  PAR  program 
conducted  by  the  Bronx  PSRO.  Furthermore,  the  state  was  already  operating  a 
PAR  program  for  Medicaid  patients  with  a  uniform  procedure  across  PSRO  areas. 
Therefore,  BPSRO  delayed  implementation  of  the  PAR  component  and  developed 
preadmission  review  on  a  trial  basis  only  during  the  demonstration. 

Admission  and  Continued  Stay  Review.  AR  and  CSR  were  performed  by 
review  coordinators  using  a  PSRO-designed  assessment  form.  This  assessment 
form  combined  information  required  by  the  state  with  PSRO-desired  information 
on  quality  of  care.  AR  was  completed  within  48  hours  following  LTC  admission. 
CSR  was  performed  by  the  BPSRO  review  coordinator  at  days  15/30/45/60/75/90 
and  at  90-day  intervals  thereafter.  Reviews  usually  included  a  hands-ofF  bedside 
review.  During  the  demonstration  period,  a  total  of  2799  reviews  were  conducted. 
Of  these,  1822  were  AR  (859  nonbinding,  963  binding)  and  977  were  CSR  (461 
nonbinding,  516  binding). 

During  the  first  year  of  the  project,  15  sets  of  diagnostically-related  screening 
criteria  for  concurrent  quality  assurance  review  were  developed  by  the  LTC  Stan- 
dards Subcommittee.  Adapted  from  the  American  Medical  Association  model  cri- 
teria, each  set  included  "justification  for  admission"  and  "criteria  for  management 
and  therapy."  Justification  for  admission  criteria  were  used  to  construct  profiles 
during  the  demonstration  period,  but  data  based  on  criteria  for  management  and 
on  therapy  criteria  were  not  available  until  after  the  demonstration.  Table  2.1 
illustrates  an  example  of  this  approach  to  criteria  development.  For  each  compo- 
nent (e.g.,  justification  for  admission  or  management)  all  items  had  to  be  complied 
with  to  be  judged  acceptable  by  the  criteria  set. 

BPSRO  placed  a  high  value  on  the  activities  of  the  review  coordinators  for 
improving  quality  of  care.  It  was  believed  that  the  regular  presence,  hands-off 

1  We  encountered  a  number  of  terms  (e.g.,  "diagnostically-related  criteria,"  and  "diagnosis-based 
criteria")  to  connote  criteria  organized  according  to  diagnosis.  The  term  "diagnostically-related  criteria" 
was  used  by  BPSRO  and  is  used  in  our  discussion;  it  perhaps  connotes  that  the  diagnostic  categories 
used  are  very  broad.  In  Vol.  I,  Chapter  3,  we  coined  the  term  "medically  oriented  criteria"  to  encompass 
diagnostically-related  criteria  and  also  criteria  related  to  clusters  of  medical  problems. 
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Table  2.1 

Criteria  for  Bronchitis,  Emphysema,  Asthma,  and  Chronic 
Obstructive  Pulmonary  Disease 

A.  JUSTIFICATION  FOR  ADMISSION 

1.  History  of  cough  and/or  respiratory  distress 

2.  History  of  pulmonary  infection  or  abnormal  pulmonary  function  tests 

3.  Respiratory  distress  that  interferes  with  activities  of  daily  living  (ADL) 

4.  Roentgenographic  evidence  of  pulmonary  disease 

B.  CRITERIA  FOR  MANAGEMENT  AND  THERAPY 

1.  Roentgenogram  of  chest  at  least  semiannually 

2.  Evidence  of  active  therapy  by  one  or  more  of  the  following  modalities: 

a.  Hydration  to  mobilize  secretions 

b.  Bronchodilators  to  relieve  broncospasm  if  present,  e.g.,  sympathomimetics 
and/or  methyl  xanthines 

c.  Inhalation  therapy,  e.g.,  aerosols  containing  bronchodilators  and/or  corti- 
costeroids 

d.  Postural  drainage  for  excessive  bronchial  secretions 

e.  Oxygen  therapy 

f.  Antibiotics  for  prophylaxis  against  infection  or  for  intercurrent  infection 


patient  assessment,  and  immediate  consultation  and  feedback  of  the  review  coor- 
dinators were  the  most  effective  combination  to  effect  immediate  change.  Solid 
physician  backup  gave  the  PSRO  reviewers  a  sense  of  authority  and  professional- 
ism; PSRO  medical  staff  were  highly  supportive  of  the  nurses'  determinations. 

Medical  Care  Evaluation  Studies.  Two  MCEs  were  performed  in  five 
facilities  (representing  5  of  the  6  SNFs  that  had  been  phased  into  the  program 
when  the  MCE  studies  were  initiated)  on  a  voluntary  basis  during  the  demonstra- 
tion period.  The  selected  topics  were  antibiotic  use  and  decubiti.  Criteria  were 
designed  by  the  MCE  Subcommittee.  Abstration  was  done  by  facility  staff,  al- 
though in  the  future  it  will  be  done  by  PSRO  staff  to  comply  with  requirements 
of  PL  95-142  regarding  nondelegation  of  review  in  LTC.  Exceptions  to  the  criteria 
were  noted  and  variation  analysis  (i.e.,  analysis  of  the  instances  of  care  deviating 
from  the  criteria  to  determine  whether  the  discrepancies  were  justified)  were  per- 
formed by  PSRO  staff.  The  results  had  not  been  submitted  to  LTC  medical 
directors  for  a  plan  of  corrective  action  by  the  end  of  the  project,  although  they 
were  submitted  shortly  thereafter.  Restudies  have  not  been  made. 

Binding  review  authority  for  Medicare,  but  not  Medicaid,  was  obtained  by  the 
PSRO  during  the  demonstration  project. 


CONTEXT  OF  THE  DEMONSTRATION 

As  stated  above,  relationships  with  LTC  facilities  were  generally  amicable;  this 
was  especially  true  because  BPSRO  had  relieved  the  facilities  of  paperwork 
associated  with  review  and  billing  and  had  assisted  them  in  achieving  a  favorable 
waiver  status  and  an  improved  cash  flow  of  Medicare  dollars.  The  PSRO  encoun- 
tered one  detour  in  moving  toward  development  of  review  technology:  It  had 


17 


originally  planned  to  evaluate  facility  delegation  as  part  of  its  demonstration  and 
had  invested  considerable  time  in  developing  protocols  before  such  delegation  was 
prohibited  by  law. 

The  major  stumbling  block  encountered  was  the  relationship  with  the  state  in 
negotiations  toward  binding  review  for  Medicaid  patients.  This  problem  illustrates 
the  difficulties  that  PSROs  face  as  they  attempt  to  build  permanent  and  binding 
programs  from  their  rather  shaky  power  base.  The  state  Medicaid  agency  considers 
the  BPSRO  a  very  capable  organization,  and  negotiations  for  an  MOU  in  LTC  have 
progressed  further  with  BPSRO  than  those  with  any  of  the  other  16  New  York 
PSROs.  In  the  view  of  the  state,  the  following  obstacles,  however,  stood  in  the  way 
of  the  completion  of  an  agreement  between  the  state  and  any  PSROs  within  it: 

1.  Confidentiality.  The  state  did  not  want  to  relinquish  the  use  of  facility- 
specific  information  about  the  quality  of  care  derived  from  MR  and  IPR. 
BPSRO,  in  the  state's  opinion,  believed  that  the  PSRO  was  obligated  to 
guarantee  privacy  of  review  results  to  facilities,  as  well  as  to  physicians 
and  patients.  The  legal  issues  here  are  not  clear;  an  analogy  to  hospital- 
specific  information  from  the  acute  review  system  is  not  very  helpful 
because  the  state  never  had  access  to  quality  of  hospital  care  information. 
The  state  considered  this  facility-specific  information  crucial  in  establish- 
ing a  rate-setting  system. 

2.  Delegation.  The  state  wished  to  incorporate  a  standard  clause  into  all 
MOUs  with  PSROs  prohibiting  delegated  status  in  LTC,  whereas  initially 
the  PSRO  wanted  to  consider  delegation  for  hospital-attached  facilities. 
The  issue  is  broader  than  delegation  because  it  raises  the  problem  of 
whether  PSROs  should  accept  MOUs  that  limit  their  ability  to  make 
future  program  decisions. 

3.  Agency  duplication.  In  negotiating  the  MOU,  the  state  was  concerned  with 
definition  of  roles  to  avoid  overlap  and  contradictory  recommendations  to 
facilities  as  a  result  of  state  licensure  surveillance  and  PSRO  review.  The 
experience  of  other  demonstrations  (e.g.,  South  Carolina,  Vermont)  sug- 
gests that  such  overlap  can  indeed  occur.  One  of  the  state's  ideas  is  that 
both  licensure  surveillance  and  MR/ IPR  might  be  performed  by  PSROs; 
however,  before  this  arrangement  could  be  negotiated,  the  confidentiality 
issues  would  need  to  be  resolved. 

4.  Multiple  PSROs  in  state.  With  some  logic,  the  state  preferred  to  develop 
a  single  uniform  reporting  procedure  across  all  17  PSROs  within  New 
York  state.  The  problem  highlights  the  issues  involved  in  maintaining  the 
local  autonomy  for  standard-setting  inherent  in  the  PSRO  idea  in  the  face 
of  a  state's  need  for  equitable  procedures  for  distributing  benefits.  The 
question  of  a  review  form  for  binding  review  has  brought  the  matter  to 
a  head.  The  Bronx  PSRO  asked  the  state  to  consider  adopting  its  PAR 
form,  but  the  state  preferred  to  defer  adoption  of  a  new  form  until  the 
results  of  a  PSRO  statewide  task  force  were  resolved.  Although,  theoreti- 
cally, each  PSRO  could  use  its  own  form  to  collect  the  information  re- 
quired by  the  state,  the  aggregation  of  such  information  across  such  a 
populous  state  would  be  expensive  and  prone  to  error  with  multiple  forms. 

5.  Definitions  ofLOC.  In  common  with  other  PSROs,  the  Bronx  experienced 
a  problem  in  dealing  with  the  state  about  LOC  criteria.  This  problem  was 
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exacerbated  because  there  are  virtually  no  ICF  beds  in  New  York.  The 
next  available  LOC  before  SNF  LOC  is  the  Health  Related  Facility  (HRF), 
which  renders  custodial  care  and  has  less  stringent  staffing  requirements 
than  the  ICF.  For  BPSRO  to  authorize  skilled  care  on  the  basis  of  "an 
aggregate  of  unskilled  services,"  the  PSRO  would  need  to  determine  that 
skilled  personnel  are  needed  to  plan,  coordinate,  or  monitor  the  unskilled 
services.  The  state  was  concerned  that  the  PSRO  would  take  a  very  strict 
interpretation  of  skilled  care.  The  state  also  believed  that  if  the  PSRO 
were  performing  binding  review  for  Medicaid,  it  would  be  obligated  to  use 
the  same  SNF  criteria  across  both  Medicare  and  Medicaid  programs, 
leaving  the  state  without  an  alternative  placement  for  such  individuals 
who  need  substantial  nursing  but  are  not  skilled-care  patients. 

6.  The  monitoring  plan.  The  PSRO  and  the  state  were  still  negotiating  the 
monitoring  plan — an  agreement  that  was  difficult  to  achieve  in  the  hospi- 
tal area.  There  is  little  experience  in  state  monitoring  of  PSRO  LTC 
review,  and  each  demonstration  project  developing  a  binding  review  pro- 
gram needed  to  address  this  issue. 

7.  Lack  of  stability  of  PSROs.  In  a  milieu  in  which  it  was  not  entirely  clear 
whether  PSROs  will  survive  or  what  level  of  funding  or  responsibility  they 
will  enjoy,  the  BPSRO  was  not  in  a  strong  negotiating  position.  This 
"double  bind"  was  a  plight  of  all  PSROs;  they  were  on  trial  to  demonstrate 
success  in  forging  relationships  and  developing  review  but  did  not  have 
the  ability  to  make  long-term  commitments  with  confidence.  (BPSRO 
notes  that  recently  publicized  findings  from  the  report  on  the  National 
PSRO  program  (Office  of  Planning  Evaluation  and  Legislation,  1978)  sub- 
stantiating the  viability  of  the  PSRO  program  have  alleviated  this  prob- 
lem, causing  other  organizations  more  frequently  to  perceive  the  future 
of  the  PSRO  as  secure.) 

8.  Fear  of  accelerating  total  costs.  The  state  recognized  the  value  of  physician 
involvement  that  the  PSRO  would  bring  to  review  programs.  On  the  other 
hand,  the  spectre  of  rising  costs  of  nursing  home  care  is  alarming  to  the 
state.  The  state  hoped  to  build  into  the  MOU  a  provision  that  if  costs  of 
care  rise  beyond  a  certain  percentage  of  annual  increase,  the  MOU  must 
be  renegotiated. 

In  summary,  by  February  1979,  BPSRO  and  the  state  needed  to  resolve  formi- 
dable but  not  insurmountable  problems  in  reaching  an  MOU.  Solutions  require 
compromise.  BPSRO  is  not  unique  in  experiencing  these  difficulties,  but  perhaps 
more  issues  have  arisen  simultaneously  in  New  York  than  in  any  other  demonstra- 
tion state. 


PRIORITIES  AND  PHILOSOPHY 

In  its  demonstration  LTC  plan,  BPSRO  specified  two  priorities  in  order  of 
preference.  The  first  was  criteria  development  and  the  second  was  PAR.  Diagnosti- 
cally  related  criteria  were  developed  but  were  never  used  "in  total"  as  an  ongoing 
part  of  review  because  LOC  decisions  were  made  on  the  basis  of  federal  definitions. 
As  stated  above,  PAR  was  not  fully  tested  during  the  demonstration. 
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During  the  demonstration  project,  BPSRO's  overall  priority  was  the  develop- 
ment and  implementation  of  a  review  system  to  ensure  that  Medicare  and  Medicaid 
funds  were  used  appropriately  and  met  professional  standards.  All  program  compo- 
nents were  designed  for  both  Medicare  and  and  Medicaid  review,  but  implementa- 
tion was  limited  to  the  former  because  of  the  problems  in  reaching  an  MOU  with 
the  state. 


PROCESSES  OF  REVIEW 

From  its  experience  with  the  demonstration  project,  the  BPSRO  staff  have 
several  observations  regarding  the  processes  of  review. 

BPSRO  believes  that  preadmission  review  is  an  important  element  of  an  LTC 
review  program  at  the  acute  level  or  the  prior  community  setting.  A  program 
should  place  more  emphasis  on  hospital  discharge  planning  activities  than  was 
done  during  the  project  period.  Because  patients  tended  to  move  in  and  out  of  the 
PSRO  area  with  transfers  from  hospitals  to  nursing  homes,  BPSRO  identified  a 
problem  with  implementing  PAR  without  some  cooperative  agreements  with  adja- 
cent PSROs. 

Like  other  demonstrations,  BPSRO  advocates  that  review  should  be  focused  on 
a  target  population  and  not  performed  for  every  patient.  BPSRO  hopes  to  imple- 
ment targeted  review  based  on  the  results  of  profiles. 

The  PSRO  considers  direct  patient  assessment  to  be  essential  to  ensure  the 
collection  of  accurate  data,  but  it  limits  this  assessment  to  a  hands-off  observation 
only.  (The  PSRO  believes  that  the  facility  staff  themselves  regard  hands-off  assess- 
ment as  evidence  of  PSRO  patient-centered  concern,  whereas  a  hands-on  assess- 
ment would  be  seen  as  undue  interference.) 

Feedback  from  reviewers  seemed  most  effective  when  given  immediately  to 
responsible  staff.  Prior  to  the  PSRO,  feedback  was  given  only  to  administration  and 
seldom  filtered  down  to  the  staff.  The  PSRO  considered  that  feedback  to  staff 
increased  the  professional  self-esteem  of  the  nurses,  who  are  now  getting  recogni- 
tion for  their  involvement  with  care.  Instant  feedback  resulted  in  immediate  learn- 
ing and  corrective  action  that  was  believed  to  be  far  more  effective  than  feedback 
received  several  weeks  later. 


THE  DATA  SYSTEM 

During  the  period  in  which  the  BPSRO  demonstration  project  took  place,  the 
PSRO  did  not  produce  data  on  UR  activities  and  there  were  no  formal  outputs  from 
the  data  system  to  the  participating  LTC  facilities.  Data  were  collected,  however, 
with  the  intention  of  producing  such  outputs,  and  in  the  6  months  since  the  end  of 
the  demonstration,  project  activities  directed  toward  this  end  have  continued. 

The  information  completed  by  the  PSRO  review  coordinators  on  the  LTC  pa- 
tient assessment  form  was  intended  for  computerized  analysis.  The  first  nearly 
1000  forms  have  been  batched  and  keypunched,  and  additional  batches  of  patient 
assessment  forms  will  be  keypunched  periodically.  All  the  variables  on  the  patient 
assessment  form  are  entered  into  the  computer.  Because  the  forms  include  the 
codes  for  certain  disease-specific  criteria  for  management  that  are  applied  at  the 
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time  of  CSR  and  the  codes  for  admission  criteria  that  are  based  on  admitting 
diagnosis,  LOC  assignment  can  be  made  on  the  basis  of  data  entered  on  this  form. 
For  this  purpose,  a  variable  entitled  "score"  is  created;  this  variable  is  produced 
by  using  a  simple  algorithm  to  combine  the  various  LOC-related  staff  activities  into 
an  overall  LOC  score.  The  use  of  this  score  on  a  daily  decisionmaking  basis  was  not 
tested  during  the  demonstration. 

One  output  completed  since  the  end  of  the  demonstration  project  is  the  quality 
assurance  profiles.  These  include  tables  showing  compliance  with  criteria  for  man- 
agement and  therapy  for  groups  of  diagnostically-related  conditions.  For  example, 
the  arthritis  group  includes  rheumatoid  arthritis,  osteoarthritis,  and  arthritis, 
while  the  bronchitis  group  includes  bronchitis,  emphysema,  asthma,  and  chronic 
obstructive  pulmonary  disease.  Compliance  with  each  diagnostically-related  cri- 
teria set  for  management  and  therapy  can  be  profiled  by  facility. 

The  diagnostically-related  criteria  are  applied  to  patients  at  the  time  of  CSR 
only  and  in  that  sense  they  are  retrospective,  although  they  may  have  concurrent 
quality  application  as  well.  Furthermore,  the  criteria  are  applied  only  as  long  as 
the  patient  is  covered  by  Medicare.  During  the  time  of  the  demonstration  project, 
the  review  coordinator  was  able  to  bring  information  concerning  noncompliance 
with  these  criteria  to  the  attention  of  the  facility  on  an  informal  basis  only.  At  the 
time  of  this  writing,  BPSRO  is  developing  a  subset  of  criteria  that,  when  not  met, 
should  lead  to  prompt  attention  in  order  to  benefit  the  individual  patient.  It  is 
presumed  that  the  flow  of  information  will  go  from  the  review  coordinator  to  the 
PSRO's  physician  and  from  there  to  the  facility's  medical  director. 

A  number  of  reasons,  when  satisfied  singly  or  in  combination,  can  result  in 
approval  for  Medicare  coverage  in  a  skilled  nursing  facility.  The  Bronx  PSRO  has 
ranked,  by  frequency,  the  reasons  for  Medicare  approval,  based  on  its  experience 
in  binding  review  begun  in  the  second  year  of  the  demonstration  project.  Once 
again,  the  data  bank  was  used  to  produce  information  about  the  reasons  why  a 
patient  was  considered  to  require  an  SNF  level  of  care.  Table  2.2  shows  the  most 
common  reasons  for  SNF  placement  under  Medicare  coverage  and  the  average 
length  of  stay  by  reason  for  263  Medicare  patients  whose  approval  for  coverage  was 
based  on  a  single  reason.  BPSRO  plans  to  use  this  information  to  focus  its  CSR 
program  and  to  implement  a  more  efficient  system  for  review  and  certification  of 
medical  necessity.  The  interval  between  continued  stay  reviews  could  be  tailored 
to  the  individual  patient,  based  on  the  reason  for  the  patient's  need  for  a  SNF  bed. 
Thus  the  number  of  reviews  per  patient  could  be  reduced  to  the  smallest  number 
consistent  with  performing  accurate  CSR,  presumably  allowing  BPSRO  to  devote 
more  effort  to  quality  assurance. 


IMPACT 

Impacts  were  very  hard  to  measure  at  BPSRO  because  of  lack  of  prior  or 
comparison  data.  Assertions  about  effects  on  quality  are  anecdotal.  The  PSRO 
suggests  that  the  review  coordinators  were  able  to  facilitate  improvements  in  care 
by  means  of  their  immediate  feedback.  Examples  cited  include  improved  documen- 
tation in  LTC  facilities;  more  appropriate  patient  services;  better  hospital  transfer 
information;  increased  physician  involvement  with  LTC  patients;  and  perhaps  an 
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improvement  in  hospital  social  workers'  understanding  of  Medicare  coverage. 
Facility  interviews  suggest  that  facilities  did  not  perceive  these  impacts  as  clearly 
as  did  the  PSRO,  especially  the  last  three  items.  Facilities  and  PSRO  agree  that  the 
PSRO  review  did  remove  some  of  the  burden  of  form  completion  from  the  facilities, 
but  it  is  not  clear  how  such  an  outcome  is  related  to  quality  of  patient  care. 


FACILITY  PERSPECTIVE 

Telephone  interviews  were  conducted  with  17  facilities  in  the  Bronx.  The  re- 
sponses regarding  the  impact  of  PSRO  review  in  effecting  change  were  compara- 
tively positive.  Of  the  respondents,  35  percent  indicated  that  the  PSRO  had  a 
positive  impact  on  facility  relationships  with  other  organizations  and,  similarly,  35 
percent  believed  that  the  PSRO's  impact  on  facility  documentation  was  positive; 
both  of  these  reactions  probably  reflect  the  fact  that  the  PSRO  review  simplified 
facility  relationships  with  Medicare  (including  billing  and  conducting  Medicare 
review).  Similarly,  several  facilities  indicated  that  the  PSRO  had  a  positive  impact 
on  their  administration  and  staff  morale,  and  almost  none  perceived  the  PSRO 
negatively  in  this  regard. 

In  the  quality  of  care  area,  little  impact  was  attributed  to  the  PSRO  and  3 
facilities  perceived  a  negative  impact  on  physician  care.  Only  7  of  the  17  facilities 
believed  that  the  PSRO  had  ever  offered  them  feedback  about  their  performance; 
only  5  of  them  found  the  feedback  helpful.  Summarizing  the  general  reactions  to 
the  PSRO  compared  with  other  review  systems,  the  facilities  tended  to  be  neutral, 
neither  overwhelmingly  positive  nor  negative.  (For  a  detailed  discussion  of  the 
facility  perspective  as  reflected  in  our  telephone  interviews,  see  Vol.  I,  Chapter  7.) 


CURRENT  SITUATION 

The  review  process  is  essentially  similar  to  that  of  the  demonstration  period. 
LTC  denials  and  reasons  for  these  denials  are  fed  back  to  the  referring  hospital  to 
educate  hospital  discharge  planners  about  appropriate  referrals.  CSRs  are  per- 
formed on  days  15/45/75  instead  of  15/30/45,  as  was  done  during  the  demonstra- 
tion. Reconsiderations  are  now  done  at  only  one  level  instead  of  two,  as  during  the 
demonstration. 

The  PSRO  has  simplifed  the  assessment  form  while  incorporating  both  quality 
of  care  questions  and  the  items  required  by  the  state. 

During  the  demonstration  project,  only  some  of  the  quality  of  care  criteria  were 
used  (i.e.,  justification  for  admission).  Now  both  "justification  for  admission"  and 
"criteria  for  management  and  therapy"  are  used.  In  addition,  the  PSRO  is  generat- 
ing profiles  that  display  facility  compliance  with  those  criteria.  These  profiles  are 
given  to  the  medical  director  of  the  facility,  who  is  required  to  reply  with  a  plan 
for  corrective  action  in  the  event  of  any  unjustified  deviation. 

The  two  MCEs  ("antibiotic  therapy"  and  "decubiti  care")  started  during  the 
demonstration  period  have  been  analyzed.  The  results  of  the  analysis  were  sent  to 
the  medical  directors  of  the  LTCs  in  November  1978,  and  plans  for  corrective  action 
were  required.  The  PSRO  is  currently  abstracting  data  for  a  third  MCE,  "psychoac- 
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Table  2.2 


Frequency  of  Reasons  for  Approval  of  SNF  Placement 
for  Medicare  Patients  (N  =  263) 
October,  1976-October  1978 


Average 

Percent 

XT..  V.  „  r 

Number  ot 

Rank  Order  of 

Problem  Requiring  Skilled  Care 

Frequency* 

Days  Covered 

Length  of  Stay 

Decubitus/skin  care 

41 

30 

2 

Levine  tubes/gastrostomy  feeding 

24 

40 

1 

Observation/assessment/monitoring 

20 

24 

6 

Asceptic  dressing 

19 

30 

2 

Gait  evaluation  and  training 

18 

27 

4 

Therapeutic  exercises 

12 

19 

7 

Catheter  insertion/irrigation 

10 

NA** 

Skilled  supervision  of  care  plan 

6 

23 

7 

IV/IM  medications  or  feedings 

5 

26 

5 

Initial  phases  of  medical  gas  treatment 

(e.g.,  oxygen  therapy) 

2 

11 

10 

Nasopharyngeal  or  tracheotomy 

aspiration 

1 

NA** 

Skilled  teaching  of  self-maintenance 

after  discharge 

1 

15 

9 

SOURCE:  Developed  from  information  provided  by  BPSRO. 

*Total  adds  to  more  than  100  percent  because  some  patients  were  admitted  to  skilled 
care  for  multiple  reasons. 

**Average  number  of  days  covered  not  available  for  this  problem. 


tive  drug  therapy."  A  fourth  MCE  on  "completeness  of  transfer  information"  has 
been  designed. 

As  described  above,  there  are  still  problems  with  obtaining  authority  for  Medi- 
caid binding  review. 


CONCLUSIONS 

The  Bronx  demonstration  departed  somewhat  from  its  initial  objectives,  espe- 
cially in  relation  to  developing  preadmission  review.  The  organization  has  survived 
in  a  difficult  environment,  has  implemented  Medicare  binding  review,  has  been  of 
concrete  assistance  to  facilities,  and  has  developed  and  applied  diagnostically-re- 
lated  justification  for  admission  criteria  and  criteria  for  management  and  therapy. 
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Chapter  3 


CHARLES  RIVER  PROFESSIONAL  STANDARDS  REVIEW 

ORGANIZATION 


SUMMARY 

The  Charles  River1  PSRO  began  LTC  review  with  the  conviction  that  effective 
reviews  require  integration  and  linkage  among  various  levels  of  care.  A  major 
contribution  of  this  PSRO  is  its  attention  to  the  development  of  a  comprehensive 
review  system  with  information  exchange  and  interchange  between  acute  and  LTC 
programs. 

All  of  its  efforts  were  directed  toward  building  a  model  system  incorporating 
these  concepts.  The  patient  assessment  form  that  accompanied  the  patient  from  one 
level  of  care  to  the  other  was  completed  by  the  staff  at  each  level,  using  the  same 
definitions.  Similarly,  the  same  LOC  criteria  were  used  by  the  acute  care  staff  at 
PAR  and  the  LCT  staff  at  CSR  to  make  LOC  assignments.  MCE  studies  were 
designed  to  require  participation  of  staff  at  the  acute  and  LTC  levels.  LTC  Commit- 
tee meetings  were  attended  by  staff  from  both  of  these  levels,  thereby  addressing 
common  problems  and  fostering  close  contact  and  relationships. 

During  the  project  period,  Charles  River  PSRO  developed  many  of  the  compo- 
nents of  a  review  program:  PAR,  AR,  CQA,  CSR,  MCEs,  a  management  information 
system  (MIS),  educational  feedback  on  a  voluntary,  nonbinding  basis  in  40  LTCs, 
and  delegated  binding  PAR  in  7  hospitals.  Diagnostically  related  quality  of  care  and 
LOC  criteria  were  also  developed.  Finally,  through  two  related  MCE  studies, 
Charles  River  PSRO  gathered  information  about  continuity  of  care  and  patterns 
of  physician  coverage  in  long-term  care. 

PROGRAM  DESCRIPTION 
Goals 

The  primary  objective  of  Charles  River  PSRO  was  to  develop  and  implement 
a  model  system  of  review  characterized  by 

1.  Use  of  a  nationally  recognized  patient  assessment  tool. 

2.  Determination  of  whether  such  a  patient  assessment  tool  would  provide 
adequate  data  to  support  a  review  system. 

3.  Integration  of  acute  and  LTC  review,  thereby  allowing  for  a  structured 
flow  of  information  and  joint  review  determinations  between  various  com- 
ponents of  the  overall  review  system. 

4.  Provision  for  quality  assurance  in  a  comprehensive  and  continuous  fash- 
ion. 

1  Although  we  refer  to  the  Charles  River  PSRO  for  convenience  as  "Charles  River,"  it  is  not  a  place 
name. 
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The  objectives  remained  constant  throughout  the  project  period.  Achievement 
of  binding  review  was  not  a  demonstration  project  objective;  rather  Charles  River 
PSRO  was  interested  in  forging  cooperative  relationships  with  LTC  facilities  on  a 
volunteer  basis. 

Activities 

Basic  to  the  Charles  River  PSRO  program  was  the  use  of  the  Charles  River 
Patient  Care  Assessment-Referral  Form.  This  form  was  modified  from  the  Patient 
Classification  for  Long-Term  Care:  User's  Manual  developed  at  the  Harvard  Cen- 
ter for  Community  Health  and  Medical  Care  (Jones,  McNitt,  and  McKnight,  1974). 
The  Charles  River  LTC  Project  Director  had  been  a  member  of  one  of  the  research 
groups  that  developed  the  classification  system  and  was  therefore  very  familiar 
with  its  use.  The  assessment  form  consisted  of  specific  items  of  patient  information 
(objective  descriptors)  from  which  decisions  were  made  about  the  patient's  care. 
The  same  items  were  assessed  at  repeated  reviews,  thereby  permitting  comparison 
from  one  time  to  another.  The  assessment  form  accompanied  the  patient  from  the 
acute  level  to  LTC  and  vice  versa.  This  provided  a  structured  flow  of  patient 
information  that  integrated  reviews  between  acute  and  LTC  facilities. 

Preadmission  Review.  PAR  was  conducted  at  7  acute  care  facilities  by  the 
hospital  continuing  care  coordinator,  using  the  Charles  River  Assessment  Form. 
PAR  was  considered  part  of  the  hospital's  utilization  review  and  discharge  plan- 
ning activities  and  therefore  was  not  counted  as  an  LTC  activity. 

Concurrent  Review.  CR  was  conducted  at  the  40  LTC  facilities  by  the  nurs- 
ing home  designee  in  cooperation  with  the  PSRO  LTC  coordinator.  SNF  Level  I 
(Medicare)  patients  were  reviewed  within  14  days  of  the  patient's  admission  (AR) 
and  at  30-day  intervals  thereafter  (CSR).  SNF  Level  II  (Medicaid)  patients  were 
reviewed  within  14  days  of  the  patient's  admission  (AR)  and  every  30  days  for  90 
days;  patients  were  reviewed  at  60-  or  90-day  intervals  thereafter,  depending  on  the 
patient's  status  (CSR).  ICF  Level  III  (Medicaid)  patients  were  reviewed  within  14 
days  of  admission  (AR)  and  again  at  30  days;  patients  were  reviewed  at  90-  or 
180-day  intervals  thereafter  (CSR),  depending  on  the  patient's  status.  During  the 
demonstration  period,  1134  ARs  and  5948  CSRs  were  performed  on  a  voluntary, 
nonbinding  basis. 

Quality  of  care  criteria  for  use  in  concurrent  quality  assessment  were  devel- 
oped by  the  LTC  committee.  They  included  general  nursing  and  social  service 
criteria  for  all  patients,  as  well  as  14  diagnostically-related  criteria.  The  criteria 
were  modeled  after  the  AMA  Diagnostic  Specific  Criteria  developed  for  acute  care, 
but  were  modified  by  the  PSRO  for  LTC.  They  were  used  extensively  during  the 
project  for  CSR  and  were  revised,  tightened,  and  made  more  specific  after  the 
project  ended. 

Medical  Care  Evaluation  Studies.  Two  MCE  studies  and  one  restudy  were 
conducted  during  the  demonstration  project.  The  first  topic  was  "Completeness  of 
the  Physician's  Plan  of  Care  on  Transfer  of  a  Patient  to  a  Participating  Nursing 
Home."  This  study  was  performed  from  April  to  June  1977  and  included  147 
patients  from  the  23  LTC  facilities  that  participated  with  the  PSRO  at  that  time. 
The  study  was  repeated  from  April  to  June  1978  and  included  458  patients  from 
the  original  23  facilities  and  an  additional  9  nursing  homes.  (The  additional  number 
of  facilities  in  the  restudy  was  caused  by  the  PSRO's  "phase-in"  schedule.)  The 


25 


second  MCE  study  on  "Patterns  of  Physician  Coverage  of  Patients  in  SNFs"  in- 
cluded 791  patients  from  the  area's  17  SNFs  and  was  done  in  January  through 
February  of  1978.  ICFs  were  not  included  because  passage  of  PL  95-142  set  in 
motion  a  chain  of  events  that  resulted  in  the  state's  assuming  the  review  of  ICF 
patients.  (See  Vol.  I,  Chapter  6,  for  a  description  of  the  first  MCE  study.) 

Profiles.  The  PSRO  developed  a  series  of  seven  tables  to  be  used  as  a  manual 
Management  Information  System  in  lieu  of  profiles.  These  tables  provided  adminis- 
trative information  about  the  review  system  and  did  not  include  patient  profiles. 


CONTEXT  OF  THE  DEMONSTRATION 

The  demonstration  project  gained  voluntary  participation  in  40  out  of  46  eligi- 
ble LTC  facilities  in  the  area.  Several  facilitating  factors  enabled  the  project  to 
proceed  smoothly: 

1.  The  Charles  River  PSRO  had  a  very  active  LTC  Committee.  This  commit- 
tee was  multidisciplinary  and  held  monthly  meetings  throughout  the 
project  period.  Not  only  did  it  contribute  greatly  to  the  development  of 
criteria,  policies,  and  procedures,  it  also  assisted  the  demonstration  to  gain 
the  acceptance  of  the  nursing  homes  in  the  area. 

2.  Physician  cooperation  within  the  organization  had  a  positive  effect  on  the 
PSRO's  ability  to  influence  hospital  physicians'  attitudes  about  their  re- 
sponsibilities to  LTC  patients. 

3.  The  use  of  predesigned  and  rigorously  tested  patient  assessment  forms 
permitted  the  review  program  to  be  implemented  rapidly. 

4.  A  highly  qualified  LTC  Project  Director  with  past  experience  in  nursing, 
rehabilitation,  and  research  gave  strong  leadership  and  direction  to  the 
project  that  enabled  it  to  move  rapidly  and  efficiently  to  full  implementa- 
tion of  its  original  goals. 

A  major  impeding  force  during  the  demonstration  period  was  the  relationship 
between  the  state  agencies  and  the  PSRO.  In  Massachusetts,  the  state  agency  with 
responsibility  for  certification  of  Medicaid  patients  is  the  Department  of  Public 
Welfare  (DPW).  It  subcontracts  with  the  Department  of  Public  Health  (DPH)  for 
many  of  the  professional  components  of  the  system,  and  so  the  PSRO  interfaced 
with  both  agencies. 

The  DPW  voiced  negative  attitudes  toward  the  PSRO  from  its  inception.  It 
conducted  more  licensure  and  certification  surveys,  and  more  MR  and  IPR  visits 
during  the  demonstration  period  than  within  any  other  2-year  frame.  Facilities 
perceived  that  they  were  vulnerable  to  deficiencies  if  they  cooperated  with  the 
PSRO.  As  an  example,  one  SNF  reported  receiving  a  deficiency  in  MCE  studies 
after  participating  in  the  PSRO's  areawide  MCE  study,  although  the  PSRO  had  a 
letter  from  the  Regional  Director  of  HSQB  stating  that  the  Charles  River  MCE 
study  met  federal  regulations. 

The  PSRO  did  not  wish  to  enter  into  binding  review  until  after  the  demonstra- 
tion project,  but  began  negotiations  toward  that  end  during  the  project  period. 
Although  similar  negotiations  with  Medicare  were  successful,  an  MOU  was  not 
concluded  for  binding  Medicaid  review  before  the  project  ended  in  October  1978. 
From  the  PSRO's  viewpoint,  there  were  three  issues  involved: 
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1.  Charles  River  PSRO  was  not  allowed  to  vary  from  or  use  different  ap- 
proaches on  items  or  issues  other  than  those  agreed  to  by  other  Massa- 
chusetts PSROs. 

2.  DPW  and  DPH  would  not  allow  Charles  River  to  use  procedures  and 
materials  developed  during  the  demonstration  period,  thereby  disregard- 
ing the  experiences  and  expertise  gained  from  the  project. 

3.  DPW  delayed  negotiations  by  not  reviewing  materials,  not  returning 
phone  calls,  and  by  scheduling  meetings  several  weeks  in  the  future. 

From  the  viewpoint  of  the  DPH.  the  issues  revolved  around: 

1.  The  definition  of  skilled  care.  The  state  had  a  broader  definition  of  skilled 
care  than  the  stringent  definitions  used  by  Medicare.  The  state  was  afraid 
that  the  PSRO  would  not  certify  patients  needing  several  skilled  services 
(heavy  ICF)  as  SNF  patients  and  that  such  patients  would  then  remain  in 
acute  hospitals  for  long  periods. 

2.  The  IPR.  The  state  was  concerned  that  the  PSRO  would  not  take  action 
if  there  was  a  clear  licensing  violation — i.e.,  dirty  facility,  inadequate 
food,  abuse,  etc. — because  the  PSRO  did  not  see  its  role  as  "policemen." 

3.  The  Patient  Assessment  Form.  The  state  wanted  one  form  to  be  used  by 
all  PSROs  in  the  state. 

The  Charles  River  PSRO  was  concerned  that  the  delay  in  achieving  binding 
review  would  jeopardize  its  credibility  with  the  voluntarily  cooperating  LTC  facili- 
ties. 


PRIORITIES  AND  PHILOSOPHY 

Charles  River  PSRO  had  been  performing  binding,  partially  delegated  review 
in  its  7  acute  hospitals  for  about  a  year  before  it  was  awarded  the  LTC  demonstra- 
tion contract  in  October  1976.  It  saw  as  a  logical  sequence  the  application  of  an  LTC 
review  system  that  linked  with  the  hospital  review  system  in  a  comprehensive  and 
continuous  fashion.  LTC  review  was  viewed  as  a  part  of  an  integrated  review 
system  that  incorporated  ambulatory,  acute  hospital,  and  long-term  care. 


PROCESSES  OF  REVIEW 

Charles  River  has  come  to  the  following  conclusions  about  the  processes  of 
review: 

1.  Concurrent  review  should  receive  a  higher  priority  than  retrospective 
review  because  of  the  long  length  of  a  LTC  stay. 

2.  Intervention  can  be  accomplished  while  the  patient  is  still  receiving  care. 

3.  Concurrent  review  is  especially  important  when  medical  records  are  poor. 

4.  MCE  topics  are  usually  narrow  (i.e.,  single  diagnosis  or  service)  and,  al- 
though of  educational  value,  do  not  have  the  effect  of  individual,  case-by- 
case  review  based  on  quality  of  care  criteria. 

5.  PAR  is  highly  endorsed  because  appropriate  AR  and  LOC  decisions  made 
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at  the  acute  level  not  only  address  quality  of  care  issues  but  also  have  the 
potential  to  provide  more  efficient  utilization  of  LTC  and  acute  beds  and 
personnel. 

In  the  view  of  the  PSRO,  quality  assurance  must  be  integrated  into  the  utiliza- 
tion review  process  to  make  them  both  effective.  Decisions  about  continuation  or 
termination  of  a  particular  LOC  need  to  be  based  on  objecti  ve  criteria  for  the  need 
for  continued  service.  The  Charles  River  PSRO  has  developed  diagnostically-re- 
lated  quality  of  care  criteria  that  can  be  used  as  a  basis  for  determining  whether 
to  continue  or  discontinue  care.  A  structured  format  for  patient  information  such 
as  Charles  River's,  combined  with  the  application  of  the  same  quality  of  care 
criteria  at  both  acute  and  LTC  levels  of  care,  results  in  uniform  decisionmaking  and 
a  gradual  building  of  confidence  and  trust  between  the  two  care  levels. 

The  Charles  River  Staff  believe  that  a  focused  review  system  may  have  to  be 
developed  in  the  future  in  accordance  with  federal  directives.  Similarly,  the  PSRO 
believes  that  time  between  intervals  of  review  for  Medicaid  patients  might  be 
extended.  A  sample  of  499  patients  reviewed  during  the  demonstration  period 
revealed  that  no  changes  were  recommended  for  469  (93.9  percent)  of  the  patients. 
Reviews  at  30-  and  90-day  intervals  were  considered  unnecessary,  costly,  and  non- 
productive in  most  cases. 

It  was  concluded  that,  to  be  most  effective,  the  PSRO  must  get  binding  review. 
In  the  nonbinding  position,  the  PSRO  is  a  guest  in  the  nursing  home  and  cannot 
annoy  or  offend;  the  nursing  home  is  not  required  to  implement  recommendations 
of  the  PSRO  staff. 


THE  DATA  SYSTEM 

Charles  River  PSRO  decided  to  develop  a  management  information  system 
rather  than  a  data  system  that  included  patient  characteristics  and  profiles.  It 
believes  that  the  "state  of  the  art"  of  LTC  data  is  unproven  and  advocates  that 
federal  funds  be  spent  for  well-designed  research  on  LTC  data  systems  that  can  be 
used  as  national  models  before  costly  systems  are  developed. 

HSQB  funded  a  special  management  information  system  (MIS)  study  from  July 
1978  through  December  1978.  Although  not  a  part  of  the  demonstration  effort,  a 
description  of  the  kind  of  administrative  information  retrievable  under  the  MIS  is 
relevant  to  development  of  an  LTC  review  system.  The  following  cross-tabulations 
have  been  produced: 

1.  Patient  population  on  the  first  day  of  the  month,  number  of  admissions 
and  discharges  during  the  month,  and  the  number  of  persons  under  PSRO 
jurisdiction  at  the  end  of  the  month,  all  by  nursing  home. 

2.  Distribution  of  persons  under  PSRO  jurisdiction  at  the  end  of  the  month, 
by  waiver  status  and  nursing  home.  (Waiver  status  refers  to  those  patients 
who  do  not  meet  the  requirements  for  skilled  care  but  for  whom  these 
requirements  have  been  waived  as  a  condition  of  payment.) 

3.  Distribution  of  review  coordinator  visits  made  and  reviews  done,  by  type 
of  review  and  nursing  home. 

4.  Average  duration  of  coverage  for  Title  XVIII  discharges,  by  nursing 
home. 
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5.  Discharges  from  the  Charles  River  PSRO  program  (Medicare  and  Medi- 
caid), by  time  period. 

6.  Distribution  of  persons  transferred  to  hospitals  on  medical  absence,  by 
disposition.  (This  means  that  the  PSRO  had  the  capacity  to  determine 
whether  those  patients  sent  to  acute  care  hospitals  died,  returned  to  the 
same  nursing  home,  or  went  to  another  facility.) 

7.  Distribution  of  changes  in  waiver  status,  by  type  of  change  and  nursing 
home. 

8.  Recommendations  made  by  Charles  River  review  coordinators  during  the 
review  process. 

9.  Distribution  of  new  waivers  made  during  the  review  process,  by  reason 
for  waiver. 

Through  this  information  system,  the  PSRO  can  describe  patterns  of  utilization 
of  covered  service  and  can  systematically  examine  the  use  of  waivers;  a  large 
number  of  waivers  could  be  a  sign  of  a  problem  in  the  delivery  system,  such  as  a 
lack  of  alternative  resources.  It  is  especially  noteworthy  that  the  Charles  River 
PSRO  has  developed  the  capacity  to  examine  movement  of  patients  from  the  nurs- 
ing homes  back  to  hospitals.  This  capability  enabled  the  PSRO  to  discern  patterns 
suggesting  that  a  nursing  home  was  "dumping"  unwanted  patients  in  hospitals  and 
refusing  to  readmit  them. 

The  MIS  study,  then,  demonstrated  the  feasibility  of  developing  an  information 
system.  It  is,  perhaps,  too  soon  to  say  how  helpful  such  an  information  system  is 
in  identifying  problems  in  LTC  delivery  or  in  making  more  efficient  or  effective  use 
of  LTC  reviewers.  It  is  already  apparent,  however,  that  the  ability  to  aggregate 
review  coordinators'  recommendations  for  quality  of  care  by  facility  gives  the 
PSRO  the  capacity  to  draw  conclusions  from  the  concurrent  review  system  in  a 
useful,  timely  manner.  The  information  is  further  broken  down  into  four  categories 
of  reviewer  recommendations:  update  of  diagnosis,  laboratory  tests,  medications, 
and  training  in  activities  of  daily  living  (ADL). 


IMPACT 

In  keeping  with  the  PSRO's  capacity  to  generate  information  across  acute  care 
and  LTC  settings,  the  PSRO  has  assembled  data  about  patient  flow  patterns  and 
the  associated  costs  as  evidence  to  support  policy  changes  at  the  state  and  federal 
level.  The  Charles  River  PSRO  considers  that  this  kind  of  documentation  of  system- 
ic problems  is  a  major  impact  of  its  program.  In  addition,  the  PSRO  staff  believe 
that  their  activities  have  led  to  quality  of  care  improvements  in  nursing  homes. 
Like  the  staffs  of  other  PSROs,  they  depend  on  review  coordinators'  logs  to  docu- 
ment many  of  the  claims.  Nevertheless,  some  concrete  examples  of  the  positive 
impact  of  the  review  system  have  been  identified  (Pilcher,  1979);  these  include: 

1.  Identification  of  the  costs  of  delay  in  transfer  of  patients  from  acute  care 
to  LTC  facilities. 

2.  Correction  of  the  "dumping  syndrome,"  i.e.,  the  LTC  facility  practice  of 
sending  patients  who  are  difficult  for  medical  or  social  reasons  to  hospitals 
and  then  refusing  to  readmit  them.  PSRO  review  coordinator  logs  docu- 
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ment  that  this  problem  has  almost  entirely  ceased  as  a  result  of  the  concur- 
rent review  system. 

3.  Documentation  of  the  different  understandings  of  appropriate  criteria  for 
determining  SNF  and/or  ICF  levels  of  care  needs  among  attending  physi- 
cians, hospital  review  coordinators,  hospital  social  service,  admitting 
nursing  facilities,  PSRO  LTC  review  coordinators,  PSRO  medical  review 
and  reconsideration  panels,  representatives  of  the  statewide  PSRO  coun- 
cil, and  the  fiscal  intermediaries.  The  PSRO  has  addressed  this  problem 
by  initiating  educative  efforts  directed  at  all  groups  and  by  establishing 
a  consultation  system  to  ensure  consistency  in  interpretation. 

4.  Anecdotal  evidence  that  the  review  process  did  indeed  improve  quality  of 
care  by  upgrading  the  patient  assessment  procedures  and  by  intervention 
in  rather  serious  instances  of  neglect  or  abuse.  The  MIS  was  helpful  in  this 
regard  because  of  its  capacity  to  profile  categories  of  review  coordinator 
recommendations  by  facility,  e.g.,  laboratory  work. 

In  addition  to  these  suggested  impacts,  the  Charles  River  PSRO  performed  an 
important  MCE  study  on  the  completeness  of  the  physician's  plan  of  care  at  the 
time  of  transfer  to  a  participating  nursing  home.  This  MCE  study  was  one  of  the 
limited  number  of  areawide  demonstration  MCE  studies  for  which  there  is  restudy 
data.  The  study  identified  serious  problems  with  continuity  of  care,  while  the 
restudy  showed  substantial  improvement  in  most  of  the  problem  areas.  The  Charles 
River  MCE  study  is  discussed  in  considerable  detail  in  Vol.  I,  Chapter  6;  the  impacts 
attributed  to  the  PSRO  feedback  and  corrective  efforts  include  a  slight  improve- 
ment in  number  of  discharge  summaries  received  by  LTC  facilities,  a  marked 
improvement  in  physician  acceptance  of  responsibility  for  followup  of  patients  in 
LTC  facilities,  indication  of  who  the  responsible  physician  will  be,  specification  of 
diet  and  ADL  assistance  requirements,  specifications  of  medications  related  to 
diagnosis,  indication  of  long-term  and  short-term  goals,  and  accuracy  of  physician 
LOC  decisions  in  terms  of  their  agreement  with  the  PSRO.  A  second  MCE  study 
on  physician  coverage  (also  described  in  Vol.  I,  Chapter  6)  was  helpful  in  correcting 
some  common  assumptions  about  patterns  of  physician  care  of  nursing  home  pa- 
tients in  the  Charles  River  area. 


FACILITY  PERSPECTIVE 

Telephone  interviews  were  conducted  with  30  Charles  River  LTC  facilities.  The 
Charles  River  facilities  expressed  more  positive  reactions  to  the  PSRO  program 
and  attributed  to  it  more  positive  impact  on  various  aspects  of  care  compared  with 
facilities  at  other  sites.  For  example,  67  percent  of  facilities  indicated  that  the  PSRO 
program  positively  affected  their  quality  of  nursing  care  and  45  percent  indicated 
that  positive  changes  were  brought  about  in  documentation;  the  latter  meant  that 
a  substantial  number  of  facilities  believed  that  the  additional  documentation  re- 
quired had  a  net  positive  effect  that  out-weighed  the  extra  trouble  of  paperwork. 
Other  areas  of  impact  that  were  more  positive  than  at  most  sites  included  better 
drug  use  (41  percent);  better  transfer  information  from  acute  hospitals  (67  percent); 
better  physician  care  (37  percent);  and  better  performance  of  ancillary  personnel 
and  consultants  (53  percent).  All  but  one  facility  perceived  that  they  had  received 
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feedback  from  the  PSRO  about  their  own  care,  and  23  facilities  perceived  that 
feedback  to  be  helpful.  The  high  degree  of  perceived  impact  on  transfer  of  informa- 
tion may  be  a  direct  result  of  the  PSRO  MCE  study  on  the  adequacy  of  transfer 
information;  the  other  positive  responses  seem  to  suggest  that  the  PSRO  had  good 
credibility  with  facilities,  which  may,  in  turn,  be  attributed  to  the  expertise  of  its 
LTC  nursing  leadership. 


CURRENT  SITUATION 

Just  as  the  demonstration  ended,  the  Charles  River  PSRO  began  the  trial 
period  for  Medicare  binding  review.  An  MOU  with  the  state  Medicaid  agency  was 
signed  in  February  1979,  paving  the  way  for  implementation  of  Medicaid  binding 
review  in  SNFs. 

The  PSRO  has  tightened  its  criteria  for  quality  of  care,  but  its  concurrent 
review  process  remains  the  same.  The  LTC  Advisory  Committee  is  being  continued 
at  the  request  of  the  area  LTC  facilities.  In  addition,  an  areawide  MCE  committee 
has  been  formed  comprising  a  representative  from  each  SNF.  A  staff  of  part-time 
consulting  physician  advisors,  headed  by  a  PSRO  staff  medical  director  and  physi- 
cian advisor  who  consults  daily  with  the  LTC  nurse  review  staff,  has  been  created 
to  implement  physician  binding  review  decisions.  As  indicated  above,  implementa- 
tion of  Medicaid  binding  review  was  delayed  until  March  1979.  Thus  this  physician 
review  system  has  not  yet  been  fully  tested,  but  is  reported  initially  to  be  effective 
and  time  saving.  Furthermore,  after  passage  of  PL  95-142,  the  state  opted  to  retain 
the  review  of  ICF  patients.  Thus,  the  PSRO  has  phased  out  its  voluntary  activities 
program  in  free-standing  ICFs.  From  a  high  penetration  rate  into  40  facilities 
during  the  height  of  the  demonstration,  the  PSRO  now  is  working  in  22  LTC 
facilities. 

Following  the  retirement  of  the  full-time  director  of  the  LTC  demonstration 
project,  the  Charles  River  PSRO  nondelegated  LTC  review  program  has  been  fully 
integrated  organizationally  with  the  delegated  acute  care  hospital  review  program 
under  the  direction  of  the  PSRO  administrative,  medical,  and  nursing  review  staff. 


CONCLUSIONS 

The  Charles  River  PSRO  demonstration  has  contributed  considerable  review 
technology  to  the  growing  art  of  LTC  review;  several  other  PSROs  have  adapted 
aspects  of  the  Charles  River  format.  A  distinguishing  feature  was  the  Charles  River 
PSRO  experience  with  developing  a  comprehensive  approach  to  review.  This  was 
exemplified  by  consistency  of  instruments  across  acute  and  long-term  care.  The 
delegation  of  PAR  to  the  hospitals  was  also  compatible  with  a  holistic  approach  to 
the  review  of  care.  Unfortunately,  now  that  Charles  River  no  longer  will  be  review- 
ing ICF  care,  an  important  link  in  the  information  system  will  be  missing. 

The  two  MCE  studies  performed  by  the  Charles  River  PSRO  were  noteworthy 
for  their  systematic  approach  to  identifying  and  rectifying  problems  in  physician 
coverage  in  nursing  homes. 
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Chapter  4 

COLORADO  FOUNDATION  FOR  MEDICAL  CARE 


SUMMARY 

The  overall  goal  of  the  Colorado  Foundation  for  Medical  Care  (CFMC)  program 
was  "to  learn  to  do  LTC  review  properly  and  in  a  cost-effective  manner."  In  keeping 
with  this  objective,  CFMC  developed  an  innovative  program  designed  to  examine 
methods  for  preadmission  review,  concurrent  review,  MCE  studies,  and  construc- 
tive action.  The  final  demonstration  report  (Colorado  Foundation  for  Medical  Care, 
1978)  illustrates  the  self-evaluation  of  processes  that  characterized  the  project; 
because  of  its  careful  explication  of  its  own  strengths  and  weaknesses,  and  the 
rationale  for  both  original  decisions  and  subsequent  changes,  the  report  is  a  valu- 
able resource  for  any  group  developing  an  LTC  review  program. 

A  number  of  program  thrusts  stand  out.  Particularly  important  is  the  work  of 
CFMC  in  applying  the  concept  of  focused  review  to  LTC.  Another  distinguishing 
attribute  of  the  program  was  its  wide  multidisciplinary  outreach  into  the  commu- 
nity. The  construction  of  criteria  was  a  genuinely  multidisciplinary  enterprise.  Its 
review  system,  too,  was  interdisciplinary,  utilizing  geriatric  nurse  practitioners 
(GNPs)  and  social  caseworkers  in  teams  as  the  basic  reviewers.  Not  surprisingly, 
the  Colorado  demonstration  perhaps  went  further  than  any  other,  not  only  in 
considering  psychosocial  factors  in  LTC  but  in  actually  developing  criteria  for  both 
processes  of  care  and  for  expected  outcomes  for  such  psychosocial  problems  as 
depression,  social  isolation,  and  aggression.  At  the  same  time,  medical  care  was  not 
neglected;  the  demonstration  project  undertook  a  special  study  of  drug  utilization. 
The  criteria  for  concurrent  quality  assurance  are  themselves  distinctive  in  that 
CFMC  developed  problem-focused,  explicit  outcome  criteria  around  24  common 
physical  and  psychosocial  problems  of  the  LTC  patient. 

CFMC  was  a  voluntary,  nonbinding  program  with  no  authority  to  assign  care 
levels;  it  nevertheless  devoted  attention  to  developing  a  technology  for  these  deci- 
sions. PAR  was  implemented  as  a  pilot  program  during  the  demonstration;  the 
PSRO's  Colorado  Admission  Program  (CAP)  coordinators  located  in  acute  care 
hospitals  used  a  point  system  based  on  patient  needs  to  estimate  appropriate  LOC. 
The  Colorado  data  can  be  used  to  trace  patients  from  acute  care  hospitals  into  LTC 
facilities  and  to  determine  the  relationship  between  functional  status  on  admission 
and  at  subsequent  reviews.  In  this  regard,  CFMC  staff  observed,  with  dismay,  that 
patients  seemed  to  deteriorate  during  the  first  6  months  after  admission  to  nursing 
homes,  especially  those  for  whom  the  necessity  of  placement  had  been  judged 
questionable  prior  to  admission.  Because  CFMC  made  multiple  detailed  observa- 
tions of  the  patient,  beginning  at  preadmission  and  extending  through  the  first  6 
months  in  an  LTC  facility,  the  data  set  represents  a  valuable  resource;  we  have 
undertaken  to  computerize  the  data  and  perform  some  preliminary  analyses.  (The 
findings  are  reported  in  Vol.  I,  Chapter  3.) 
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PROGRAM  DESCRIPTION 
Goals 

CFMC  had  participated  in  the  EMCRO  program  and  under  EMCRO  auspices 
had  conducted  a  major  survey  of  LTC  residents  and  staff.  The  PSRO  emerged  from 
that  experience  with  some  convictions  about  needs  and  problems  in  LTC  (Kahn  et 
al.,  1975).  The  major  findings  from  the  earlier  study  were  as  follows: 

1.  There  was  little  relationship  between  diagnoses  and  problems  (i.e.,  unmet 
needs)  in  the  nursing  home  population. 

2.  There  was  little  difference  in  mobility,  orientation,  or  any  other  function- 
al-status indicator  between  those  patients  receiving  SNF  care  and  those 
receiving  ICF  care. 

3.  For  both  SNF  and  ICF  patients,  the  amount  of  nursing  and  nursing  aide 
care  received  was  minimal,  with  no  major  differences  in  the  care  received 
between  the  two  classes  of  patients. 

4.  Transfer  documentation,  both  medical  and  social,  was  deemed  inadequate. 

5.  Although  patient  satisfaction  was  greater  than  expected,  the  areas  of 
dissatisfaction  were  patient  autonomy,  exposure  to  disturbing  other  pa- 
tients, and  lack  of  dental  care.  Psychosocial  problems  were  prevalent. 

6.  Drug  regimens  were  reviewed  and  rated  as  totally  (36  percent)  or  some- 
what (46  percent)  inadequate. 

7.  Most  patients  perceived  that  they  received  their  medical  care  from  nurses. 

Thus,  CFMC  had  already  identified  major  quality  problems  of  LTC  and  had 
raised  questions  about  the  validity  of  the  LOC  system  prior  to  the  beginning  of  the 
demonstration.  The  continuity  between  the  EMCRO  study  and  the  demonstration 
was  ensured  because  there  was  carry-over  of  both  physician  and  nursing  personnel. 
The  program  priorities  of  the  PSRO  demonstration  nicely  built  on  the  EMCRO 
findings. 

Specific  goals  of  the  CFMC,  as  specified  in  the  demonstration  report,  were  to 

1.  Develop  and  demonstrate  a  method  that  could  ensure  that  the  residents 
were  placed  in  the  facility  most  appropriate  to  their  needs. 

2.  Develop  and  demonstrate  review  methods  for  evaluating  the  quality  of  a 
resident's  care. 

3.  Involve  health  care  providers  and  community  agencies  in  the  LTC  project. 

4.  Develop  and  demonstrate  a  multi disciplinary  approach  to  LTC  review. 

5.  Develop  and  test  constructive  action  plans  designed  specifically  for  review 
in  LTC. 

6.  Provide  input  into  the  development  of  a  state  and  national  LTC  review 
program. 

Activities 

The  CFMC  demonstration  was  conducted  in  35  facilities  at  two  regions  in  the 
state:  Site  I  (with  25  facilities)  included  volunteer  homes  in  urban  Jefferson  and 
Denver  counties;  Site  II  (with  10  facilities)  was  a  mixed  urban-rural  area  in  Boulder 
and  Weld  counties.  Five  hospitals  at  Site  I  and  four  at  Site  II  participated  volun- 
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tarily  in  the  PAR  program.  Within  this  circumscribed  scope,  CFMC's  project  in- 
volved the  full  range  of  activities,  i.e.,  PAR,  CR,  MCE  studies,  and  other  special 
studies. 

Preadmission  Review.  The  PSRO  CAP  coordinators  completed  a  Preadmis- 
sion Placement  Review  Form  for  each  patient  identified  for  LTC  placement  in  the 
participating  hospitals.  They  gathered  information  from  patient  charts  and  hospi- 
tal nurses  to  complete  functional-status  and  medical  questions  on  the  form,  whereas 
psychosocial  items  were  completed  by  the  hospital  discharge  planner.  LOG  determi- 
nations were  made  and  recorded;  these  PSRO  LOG  decisions,  however,  had  no 
bearing  on  the  ultimate  decision  about  patient  placement. 

The  PSRO  LOC  decision  was  an  explicit  judgment,  buttressed  by  standardized 
data  collection  and  by  experimentation  with  a  scoring  system.  By  means  of  this 
procedure,  CFMC  documented  some  conceptual  problems  with  LOC  guidelines, 
particularly  the  failure  of  these  guidelines  to  discriminate  the  "superskilled"-care 
patient  whose  score  far  exceeded  the  SNF/ICF  cutting  point  on  the  CFMC  scale. 
Placement  in  LTC  facilities  because  of  lack  of  alternative  resources  was  also  docu- 
mented. Profiled  PAR  data  were  sent  back  to  the  participating  hospitals  to  provide 
them  with  feedback  on  patterns  of  discharge  planning.  The  Placement  Review 
Form  also  provided  a  baseline  for  concurrent  reviewers  to  observe  postadmission 
changes  in  the  patient's  status. 

Concurrent  Review.  In  keeping  with  the  findings  of  the  EMCRO,  CFMC 
identified  the  newly  admitted  patient  in  LTC  facilities  as  the  individual  who  could 
best  benefit  from  a  vigorous  review  program  geared  to  maximum  rehabilitation 
and  discharge  planning;  longer-term  patients,  in  contrast,  were  more  likely  to  have 
deteriorated  because  of  institutionalization.  For  this  reason,  the  demonstration 
review  program  was  limited  to  new  admissions  in  their  first  6  months  of  residence 
in  an  LTC  facility.  Multiple  reviews  were  conducted  during  that  6  months;  intervals 
between  reviews  were  somewhat  at  the  discretion  of  the  review  team  to  a  max- 
imum of  5  reviews  per  patient.  In  total,  893  patients  were  reviewed,  811  at  Site  I 
and  82  at  Site  II. 

The  review  involved  a  detailed  patient  assessment,  requiring  patient  interview 
and  physical  examination.  The  review  was  performed  by  a  team  consisting  of  a 
geriatric  nurse  practitioner  (GNP)  and  a  caseworker  (the  caseworkers  had  work 
experience  at  the  Department  of  Social  Welfare  but  did  not  have  master  of  social 
work  (MSW)  credentials).  The  same  Placement  Review  Form  used  in  PAR  was 
completed  as  part  of  each  review,  either  as  an  initial  assessment  or  an  update  for 
patients  who  had  PAR  in  the  participating  hospitals.  The  reviewers  also  used  a 
Concurrent  Review  form.  The  latter  form  is  organized  around  24  problem  sets;  for 
each  problem  identified  (e.g.,  skin  problems,  visual  problems,  depression),  a  deter- 
mination was  made  that  compared  the  outcome  of  the  patient  with  pre-established, 
problem-specific  outcome  criteria.  Where  outcomes  were  not  achieved,  the  review- 
ers indicated  whether  services  predetermined  to  be  required  for  that  problem  had 
been  received.  Table  4.1  illustrates  the  format  of  the  criteria  sets  with  an  example 
of  a  physical  problem  and  a  psychosocial  one. 

In  addition  to  these  two  data  forms,  other,  more  open-ended  forms  were  devel- 
oped as  working  tools  for  the  reviewers.  These  included  the  Concurrent  Physical 
Assessment  Form,  the  Psychosocial  Assessment  Form,  the  CFMC  Concurrent 
Review  Report,  and  the  PSRO  Caseworker  Report.  The  first  two  were  utilized  to 
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Table  4.1 

•les  of  Quality  of  Care  Criteria  Sets  Developed  by  CFMC  Demonstration  Project 

PROBLEM:   INCONTINENCE  OF  URINE 


I.  VALIDATION  OF  PROBLEM  IDENTIFICATION 

A.    Documentation  of  findings  of  "urinary  incontinence"  on  record. 

B     Symptoms  recorded  (e.g.,  dribbling,  frequency  of  urine  day  or  night  or  both,  frequent  linen  or  clothing  change). 

C.    Documented  lack  of  control  or  "accidents"  due  to  lack  of  awareness  or  urinary  urgency  or  physiological  lack  of  control. 


A     LENGTH  OF  TIME 

TO  FIRST 
EXPECTED  OUTCOME 


B  FIRST  EXPECTED 
OUTCOME(S) 

1   Incontinence  no  more 
than  2  times  in  24  hr. 

2.  Skin  clean,  intact,  and 
without  irritation/ 
redness. 

3.  Urine  without  organism 
growth. 

4.  Less  than  150  cc  residual 
urine. 


C.  EXCEPTIONS 

1.  Irreversible  surgical 
procedure  (suprapubic 
catheter). 

2.  U.T.  diseases  (e.g., 
neoplasm,  malignancy, 
neuropathy,  prostate 
hypertrophy, 

3.  Congenital  malforma- 
tion (uncorrected). 


D.  ASSOCIATED  SERVICES  ( 100%) 

1.  Physician  evaluation  and  plan  of  care 
to  include  active  training  program. 

2.  Bladder  control  program  implemented 
by  nursing  staff. 

3.  Minimal  fluid  intake  of  1500  cc/24  hr 
unless  otherwise  prescribed. 

4.  Cleanliness  and  comfort  needs  met  at 
least  6  times  every  24  hr  (e.g.,  peri  care, 
clothing  change). 

5.  Urinal  or  bedpan  convenient  at  night. 

6.  BMs  regulated  and  recorded 

7.  Urinalysis,  culture  and  sensitivity. 

8.  Catheterize  for  residual  urine. 


A     LENGTH  OF  TIME 

TO  SECOND 
EXPECTED  OUTCOME 


B,  SECOND  EXPECTED 
OUTCOME(S) 

1    Bladder  control 
established 

2.  Skin  clean,  intact,  and 
without  irritation/ 
redness. 


C,  EXCEPTIONS 

1.  Irreversible  surgical 
procedure  (suprapubic 
catheter). 

2.  U.T.  diseases  (e.g., 
neoplasm,  malignancy, 
neuropathy,  prostate 
hypertrophy) 

3.  Congenital  malforma- 
tion (uncorrected). 


D.  ASSOCIATED  SERVICES  (100%) 


1.  Active  bladder  control  program  con- 
tinued. 


2.  Cleanliness  and  comfort  i 
peri  care  at  least  daily 


PROBLEM;  SOCIAL  ISOLATION 


I    VALIDATION  OF  PROBLEM  IDENTIFICATION 

A     Documentation  of  life/space  confinement  (e.g.,  immobility,  bedfast,  medical  isolation). 

B.     Documentation  of  sensory  deprivation  that  interferes  with  interaction  (e  g  ,  visual  and/or  auditory  impairment  may  interfere 
mobility) 


Evidence  of  signs  or  symptoms  relating  to: 

1.  Situational  or  pathological  depression: 
e.g.,  restless  sleep,  loss  of  appetite;  crying; 
"minor"  somatic  complaints  (e.g.,  headache) ;  social 
withdrawal ;  disinterest;  lack  of  initiating  activity  ;  loss 
of  interaction  or  contact  with  "significant  others." 


2.  Anxiety:  e.g.,  apprehension;  loss  of  interaction  or  contact  with 
"significant  others" ;  fear;  panic;  restlessness;  easily  distrac table; 
difficulty  concentrating. 


A.  LENGTH  OF  TIME 

TO  FIRST 
EXPECTED  OUTCOME 


III.   A.  LENGTH  OF  TIME 
TO  SECOND 
EXPECTED  OUTCOME 


B   FIRST  EXPECTED 
OUTCOME(S) 

1,  Responds  to  com- 
munication and  conver- 
sation/environment. 

2   Patient  participates  in 
activities  upon  request 


B.  SECOND  EXPECTED 
OUTCOME(S) 

1.  Patient  initiates  com- 
munication and  con- 
versation. 

2.  Patient  initiates 
activities. 


C,  EXCEPTIONS 

1.  Life  history  of  "social 
isolation"  by  choice. 

2.  Psychopathology  (e.g., 
psychosis,  antisocial 
personality). 


C.  EXCEPTIONS 

1,  Patient  refuses  to 
participate  in  "social 
activities." 


D  ASSOCIATED  SERVICES  ( 100%) 

1.  Initial  psychosocial  evaluation. 

2.  One  or  more  of  the  following: 

a.  Individual  or  group  counseling 
provided  by  consultation  from 
psychologist,  psychiatrist,  or  social 
worker, 

b.  Documentation  of  plan  for  daily 
social  involvement,  including  inter- 
action with  staff. 

c.  Documentation  of  activity  plan 
for  "in-room"  activities. 

d.  Documentation  of  assessment  of 
sensory  loss. 

e.  Adaptive  devices  obtained  and/or 
compensated  technique  taught  by 
"appropriate  personnel"  (e.g., 
O.T.,  P.T..  speech,  etc.). 

3   Documentation  of  follow-up  provision 
of  services  specified  in  1  and  2. 


D.  ASSOCIATED  SERVICES  ( 100%) 

1.  Psychosocial  revaluation. 

2.  One  or  more  of  the  following 

a.  Individual  or  group  counseling 
provided  by  consultation  from 
psychologist,  psychiatrist,  or 
social  worker. 

b.  Documentation  of  plan  for  daily 
social  involvement,  including  inter- 
action with  staff, 

c.  Documentation  of  activity  plan  for 
"in-room  activities. 

d.  Documentation  of  assessment  of 
sensory  loss. 

e.  Adaptive  devices  obtained  and/or 
compensated  technique  taught  by 
"appropriate  personnel"  e.g.,  O.T., 
P.T.,  speech,  etc.). 

3.  Documentation  of  follow-up  provision 
of  services  specified  in  1  and  2. 


SOURCE:  Colorado  Final  Demonstration  Report. 
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record  the  GNP  and  caseworker  assessments,  respectively,  while  the  latter  two 
were  used  to  provide  formal  summaries  of  findings  to  the  director  of  nursing  or 
social  service  designee  at  the  facility  or  to  the  Department  of  Social  Services  (DSS) 
caseworkers  assigned  to  Medicaid  patients. 

The  problem-oriented  criteria  sets  for  the  concurrent  review  were  developed  by 
a  broadly  based,  multi disciplinary  LTC  committee.  Three  review  teams  of  GNPs 
and  caseworkers  were  fielded;  their  reliability  was  not  checked,  but,  belatedly  in 
the  demonstration,  validity  checks  were  introduced  because  of  interteam  differ- 
ences observed  in  the  data.  A  physician  performed  the  validity  check  for  GNPs,  and 
an  MSW-level  social  worker  supervisor  from  the  Department  of  Social  Services  did 
so  for  the  caseworkers. 

The  rationale  for  the  high  investment  in  GNP  and  caseworker  reviews  was 
the  hope  that  these  reviews  would  help  to  improve  the  quality  of  care  through 
active  feedback  and  the  interventions  of  the  reviewers.  Mechanisms  for  construc- 
tive action  were  developed  involving  direct  feedback  to  facilities  and  referral  to 
physician  advisors.  The  caseworkers  actually  engaged  in  making  and  trying  to 
implement  discharge  plans  for  selected  patients.  Some  of  the  frustrations  experi- 
enced by  these  rehabilitation-oriented  reviewers  in  monitoring  this  work  are  dis- 
cussed below. 

Medical  Care  Evaluation  Studies.  CFMC  introduced  a  concept  that  they 
called  "retrospective  focused  review,"  a  two-tiered  approach  to  quality  assurance 
that  differs  from  the  usual  MCE  study  by  the  introduction  of  a  formal  screening 
procedure  as  a  first  step  to  MCE  topic  selection.  This  process  and  the  initial  results 
are  discussed  in  Vol.  I,  Chapter  6,  which  compares  MCE  study  experiences  across 
sites.  Only  the  highlights  are  discussed  here. 

Retrospective  focused  review  requires  selection  of,  in  the  PSRO's  term,  broad 
screening  parameters  as  markers  for  quality  of  care.  An  initial  set  of  parameters 
developed  by  a  subcommittee  of  the  LTC  committee  consisted  of  12  screening  items, 
including  number  of  incidence  reports;  number  of  residents  for  which  restraints  are 
used;  number  of  residents  with  catheters,  bedsores;  documented  dental,  eye,  or 
hearing  exams  in  the  past  year;  and  so  on.  The  data  were  gathered  by  a  data 
abstractor  and  the  GNP.  Facility -specific  and  aggregate  profiles  of  this  information 
were  developed,  and  the  variations  from  these  simple  screening  criteria  were 
analyzed  to  identify  widespread  problems. 

The  second  stage  of  the  focused  review  process  required  in-depth  review  of 
those  elements  uncovered  by  the  screen.  Among  the  items  of  concern  during  the 
demonstration  was  the  extremely  low  percentage  of  residents  with  documented 
vision  and  hearing  examinations  at  all  study  facilities.  Vision  and  hearing  examina- 
tions, therefore,  became  the  subject  of  a  patient  care  evaluation  study  using  more 
detailed  criteria  developed  for  that  purpose.  Because  of  time  constraints,  the  re- 
study  did  not  take  place  during  the  demonstration. 

Drug  Utilization  Study 

Physician  review  of  LTC  records  during  the  EMCRO  project  had  identified  drug 
misuse  as  a  major  LTC  problem.  Consequently,  the  demonstration  addressed  this 
issue  through  development  of  drug  utilization  criteria  to  audit  drug  use  in  10  of  the 
largest  facilities  in  Site  I.  The  CFMC  Drug  Utilization  Study  is  discussed  in  Vol.  I, 
Chapter  6. 
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The  major  features  of  the  Drug  Utilization  Study  included  multidisciplinary 
development  of  criteria  by  a  subcommittee  of  three  physicians  and  three  pharma- 
cists, a  test  of  the  ability  of  a  data  abstractor  without  clinical  expertise  to  collect 
drug  information,  and  exploration  of  the  use  of  another  multidisciplinary  commit- 
tee consisting  of  physicians,  pharmacists,  and  GNPs  to  analyze  results,  including 
the  identification  of  justifiable  variations.  A  feedback  mechanism  through  the  medi- 
cal directors  of  the  facilities  was  used  for  constructive  action. 


CONTEXT  OF  THE  DEMONSTRATION 

The  CFMC  demonstration  project  was  not  involved  in  seeking  binding  review 
during  the  demonstration  phase.  It  did,  however,  establish  a  close  working  relation- 
ship with  the  DSS  so  that  the  demonstration  could  act  as  a  transition  planning 
phase  for  binding  status.  The  relationship  with  DSS  was  cemented  by  the  fact  that 
DSS  loaned  several  caseworkers  to  the  PSRO  during  the  demonstration. 

Of  a  possible  83  facilities  at  Sites  I  and  II,  30  elected  to  participate  in  the 
demonstration.  These  facilities  cooperated  readily  with  the  PSRO  and,  because  of 
the  voluntary  nature  of  the  project,  may  have  represented  the  best  nursing  homes 
in  the  region. 

CFMC  made  broad  inroads  into  the  community  in  establishing  its  demonstra- 
tion project,  involving  facility  personnel  as  well  as  professional  group  representa- 
tives in  committee  work.  It  seems  to  have  encountered  no  major  opposition  in  this 
process.  In  fact,  the  greatest  obstacle  encountered  by  the  demonstration  was  the 
delay  caused  by  HSQB's  questions  about  the  legality  of  "hands-on"  assessments  by 
the  GNPs. 


PRIORITIES  AND  PHILOSOPHY 

The  stance  of  the  demonstration  arose  largely  from  the  results  of  the  EMCRO 
study.  The  Associate  Medical  Director  for  LTC  and  other  PSRO  staff  had  emerged 
from  that  study  with  several  convictions:  (1)  that  diagnosis-based  review  is  inappli- 
cable to  LTC;  (2)  that  the  supervised  GNP  is  an  appropriate  person  for  delivery  of 
much  LTC  care  and  therefore  also  ideal  for  a  vigorous  quality  assurance  program; 
(3)  that  psychological  problems  predominate  in  nursing  home  patients;  and  (4)  that 
LOC  determinations  are  rather  meaningless  as  ends  in  themselves.  The  staff  set  as 
a  high  priority  the  development  of  a  concurrent  quality  assurance  program  that 
could  document  deficiencies  and  feed  derived  information  into  the  system;  within 
that  goal  the  focused  review  methodology  had  a  central  place. 


PROCESSES  OF  REVIEW 

The  CFMC  LTC  project  distilled  from  the  demonstration  a  number  of  method- 
ological lessons.  As  a  result,  the  PSRO  confirmed  some  of  its  strategies  and  decided 
to  modify  others  as  it  moved  into  binding  review. 

CFMC  very  definitely  endorses  the  concept  of  multidisciplinary  input  into  plan- 
ning, criteria  building,  and  actual  review  processes.  It  is  more  enthusiastic  than 
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ever  about  focused  review,  especially  because  100  percent  detailed  assessment  of 
all  patients  in  the  statewide  area  seems  expensive  and  infeasible. 

The  PAR  required  a  great  deal  of  work  with  very  little  return  in  terms  of  being 
able  to  make  alternative  arrangements  for  patients  or  effect  early  discharge  from 
LTC  facilities.  With  changing  federal  reimbursement  rates  for  PSRO  review, 
CFMC  would  not  advocate  placing  a  large  proportion  of  resources  into  PAR. 
Rather,  it  urges  the  use  of  a  few  cogent  screening  questions  (e.g.,  previous  nursing 
home  residency,  patient  preferences,  and  family  support)  to  identify  those  for 
whom  immediate  alternative  placement  should  be  sought.  In  the  demonstration, 
CFMC  identified  patients  who  would  have  been  good  candidates  for  a  rehabilitation 
hospital;  these  patients  were  being  referred  for  nursing  home  placement  despite 
vacancies  in  rehabilitation  centers.  Therefore,  CFMC  advocates  determining  reha- 
bilitation needs  as  part  of  the  preadmission  process. 

The  use  of  the  GNP  in  review  was  unique  to  the  Colorado  system.  She  was 
indeed  able  (through  her  physical  examination)  to  identify  pathology  not  indicated 
in  the  record  (e.g.,  pneumonia,  congestive  heart  failure).  She  also  could  contact 
physicians  and  provide  a  clear  and  precise  description  of  the  patient's  physical 
status,  often  obviating  the  need  for  a  physician  visit  to  the  facility.  On  the  other 
hand,  the  GNP  was  in  some  ways  overqualified  for  the  repetitive  tasks  of  review 
and  did  not  find  all  aspects  of  the  job  challenging.  Also,  since  the  GNP  was  educated 
in  a  psychosocial  perspective,  some  of  the  skills  of  the  GNP  and  caseworker  were 
duplicative.  The  caseworkers,  too,  were  not  using  the  full  range  of  their  skills. 
CFMC  is  still  committed  to  the  use  of  both  GNPs  and  caseworkers  but  recommends 
modifications  in  the  system  as  a  result  of  evaluating  the  demonstration.  Their 
present  preference  is  to  have  registered  nurses  serve  as  the  baseline  reviewers, 
with  GNP  and  casework  consultation  available  when  needed.  This  modification 
would  save  money  and  be  more  satisfying  to  the  personnel  involved. 

The  use  of  the  GNP-caseworker  team  has  cost  implications.  (See  Vol.  I,  Chapter 
8  for  information  about  costs  of  all  programs.)  During  the  demonstration,  CFMC 
considered  it  had  developed  the  "cadillac"  of  quality  assurance  programs.  The 
combined  use  of  GNP  and  caseworker,  and  the  frequency  and  extensiveness  of 
assessment,  made  the  review  system  very  costly.  In  addition,  the  several  multidisci- 
plinary  committees  and  subcommittees  involved  in  criteria  building  and  variation 
analyses  met  regularly.  The  challenge  facing  CFMC  now  is  to  implement  a  state- 
wide program  that  can  preserve  the  fine  features  of  the  demonstration  program, 
including  its  multidisciplinary  organization,  and  add  a  UR  component  while 
managing  to  reduce  the  cost  per  review. 


THE  DATA  SYSTEM 

CFMC  conducted  the  systems  described  above  with  a  manual  data  system. 
Despite  lack  of  computerization,  they  were  able  to  aggregate  information  and  did 
so  for  PAR,  CR,  focused  retrospective  review,  and  all  special  studies.  Feedback 
about  patterns  of  care  is  a  very  important  ingredient  of  the  Colorado  formula. 

CFMC  was  reluctant  to  move  into  automation  of  their  data  until  greater  clarity 
was  reached  about  the  elements  desired.  Because  the  CFMC  data  system  is  de- 
signed to  tap  changes  in  outcome  over  time  and  to  link  those  changes  to  services 
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received,  the  ability  to  do  a  more  complex  multivariate  analysis  with  the  data 
system  would  be  a  very  attractive  option.  The  forms  were  not  designed  with  auto- 
mation in  mind,  and  the  concurrent  review  form  is  constructed  in  a  way  that 
renders  keypunching  very  difficult.  Within  the  constraints  of  the  limited  amount 
of  time  available  during  the  assessment  contract,  we  have  performed  some  prelimi- 
nary analysis  of  the  Colorado  Placement  Review  Form  (see  Vol.  I,  Chapter  4). 


IMPACT 

The  impact  of  the  CFMC  demonstration  on  quality  of  care  was  limited  by  the 
lack  of  force  behind  recommendations  in  a  voluntary  program  and  the  lack  of 
alternative  resources  in  the  community.  The  GNPs  and  caseworkers  kept  records 
of  interventions  and  their  outcome.  For  the  latter  it  was  particularly  discouraging; 
in  no  case  was  the  caseworker  able  to  implement  a  discharge  plan.  Here  the  case- 
worker met  facility  resistance  and  delays,  leading  to  situations  in  which  the  patient 
deteriorated  to  the  point  where  he/she  was  no  longer  a  good  candidate  for  dis- 
charge. Another  factor  limiting  the  impact  of  the  demonstration  was  the  high  rate 
of  staff  turnover  in  the  participating  facilities;  this  meant  that  the  reviewers  were 
constantly  reiterating  their  educative  efforts.  The  reviewers'  impressions  were  that 
they  achieved  better  results  in  homes  with  less  turnover. 

The  discussion  of  impact  is  necessarily  anecdotal  because  there  are  no  appropri- 
ate comparison  groups.  The  PSRO  believes  it  had  a  positive  effect  on  the  quality 
of  discharge  planning  in  hospitals  and  on  the  transfer  of  information  to  LTC  facili- 
ties through  the  PAR  process.  Indeed,  the  advent  of  PAR  brought  about  incorpora- 
tion of  psychosocial  and  functional  status  information  into  the  discharge  assess- 
ments. One  discharge  planner  from  a  participating  hospital  indicated  that  the 
profiled  PSRO  feedback  gave  her  leverage  to  implement  an  adequate  transfer 
document.  Impressionistically,  the  PSRO  also  believes  that  the  drug  utilization 
review  program  improved  the  quality  of  care,  and  pharmacists  consulting  in  nurs- 
ing homes  share  that  opinion.  Feedback  offered  to  the  medical  directors  was  well 
received,  leading  CFMC  to  believe  that  medical  directors  can  and  should  be  en- 
gaged in  an  effort  to  upgrade  practices  within  the  facility.  Similarly,  the  vision  and 
hearing  MCE  led  to  identification  of  problems  and  specific  steps  to  provide  educa- 
tion within  the  facilities.  Because  neither  the  drug  utilization  nor  the  MCE  studies 
were  subjected  to  restudy,  definitive  claims  cannot  be  made  for  their  impact  on 
quality. 


FACILITY  PERSPECTIVE 

Telephone  interviews  with  25  Colorado  facilities  were  completed.  The  inter- 
viewers experienced  some  difficulty  in  focusing  discussions  on  the  demonstration 
period  because  of  facility  preoccupation  with  some  current  negative  reactions  to 
the  proposed  binding  review  program.  Nevertheless,  Colorado  ranked  high  among 
PSROs  that  the  facilities  believed  had  improved  quality  of  nursing  care  (42  per- 
cent); this  was  the  third  highest  ranking  of  the  10  PSROs  (after  Charles  River  and 
Utah).  Other  areas  of  positive  impact  were  facility  morale  (21  percent);  physician 
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care  (17  percent);  information  transfer  (17  percent);  documentation  (16  percent); 
ancillary  care  (12  percent);  and  drug  care  (12  percent). 

Opinion  was  clearly  divided  on  some  of  these  issues,  because  the  negative  areas 
of  impact  most  often  mentioned  were  staff  morale  (17  percent);  quality  of  nursing 
care  (12  percent);  and  physician  involvement  (12  percent).  Of  the  25  facilities,  22 
perceived  that  they  had  received  feedback,  but  only  14  perceived  that  the  feedback 
was  helpful  to  them.  There  was  some  division  in  opinion  about  how  the  PSRO 
compared  with  other  review  systems;  44  percent  saw  it  as  better,  24  percent 
thought  it  was  worse,  and  32  percent  said  it  was  about  the  same.  Some  of  this 
ambivalence  may  be  attributed  to  the  fact  that  the  telephone  interviews  coincided 
with  the  shift  from  a  voluntary  program  to  one  with  binding  authority.  (More 
information  about  telephone  interviews  across  all  sites  is  contained  in  Vol.  I,  Chap- 
ter 7.) 


CURRENT  SITUATION 

Currently  (February  1979),  CFMC  is  developing  plans  for  binding  review  for 
both  Medicare  and  Medicaid  and  is  involved  in  phasing  in  a  statewide  LTC  review 
system.  The  plan  for  PAR  involves  a  telephone  contact  between  the  hospital  dis- 
charge planner  and  one  of  five  regional  PSRO  offices;  on  the  basis  of  the  information 
received  in  this  call,  the  PSRO  will  be  empowered  to  grant  a  14-day  conditional 
certification.  At  the  end  of  14  days,  a  length  of  stay  (LOS)  will  be  assigned;  for 
Medicaid  patients,  it  will  vary  from  30  to  120  days  depending  on  the  patient's 
condition.  CSR  will  be  performed  periodically  thereafter;  it  will  be  a  paper  review 
unless  the  patient  meets  criteria  for  potential  discharge,  in  which  case  a  bedside 
assessment  will  be  performed.  IPR  and  MR,  viewed  as  quality  assessment  tools,  will 
be  performed  by  a  registered  nurse  with  the  GNP  as  a  backup  for  problems. 
Focused  review  will  still  be  a  major  tool;  a  20  percent  sample  of  patients  will  be 
screened  to  identify  areas  of  concern  that  then  will  be  studied  in  depth.  The  PSRO 
plans  the  same  kind  of  program  for  Medicare  review,  with  more  frequent  time 
intervals  based  on  Medicare  requirements.  Negotiations  with  the  intermediary  are 
taking  place  at  this  writing. 

As  the  plan  indicates,  CFMC  will  carry  forward  some  of  the  principles  devel- 
oped in  the  demonstration,  especially  the  focused  review  techniques  for  quality 
assurance.  The  GNP  and  the  bedside  assessment  will  be  retained  but  used  much 
more  selectively.  Presently,  some  difficulties  have  developed  with  the  regional 
Medicaid  office  in  negotiating  the  MOU;  part  of  the  problem  seems  to  be  the 
reluctance  of  the  Medicaid  agency  to  risk  stringent  definitions  of  medical  necessity 
that  will  blunt  the  impact  of  Medicaid  as  a  social  program. 


CONCLUSIONS 

CFMC  mounted  an  impressive  demonstration  in  LTC  review;  it  advanced  the 
state  of  the  art  considerably,  especially  in  clarifying  problems  in  LTC  review  tech- 
niques. The  PSRO  was  able  to  attract  talented,  well-qualified  staff  and  enjoyed 
vigorous  physician  leadership.  The  review  system  was  well  balanced  between 
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physical  and  psychosocial  problems,  and  the  principle  of  carefully  targeted  infor- 
mation was  constant  across  all  forms  of  review.  A  spirit  of  inquiry  pervaded  the 
CFMC  project  and  is  reflected  in  its  final  report. 
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Chapter  5 


MINNEAPOLIS  FOUNDATION  FOR  HEALTH  CARE 

EVALUATION 


SUMMARY 

The  demonstration  project  conducted  by  the  Minneapolis  Foundation  for 
Health  Care  Evaluation  (FHCE)  differs  from  the  other  9  sites  in  two  substantial 

ways: 

1.  It  represents  an  attempt  to  use  the  PSRO  as  a  direct  vehicle  for  "systems 
change"  by  constructively  altering  the  pattern  of  information  acquisition 
and  dissemination  throughout  the  care  process  from  admission  to  nursing 
homes  through  discharge. 

2.  The  project  was  conducted  as  a  quasi-experiment  in  an  effort  to  assess  the 
impact  of  this  change  in  method  of  operation  on  facilities,  their  staffs,  and 
their  patients. 

The  FHCE  developed  a  complete  set  of  methodologies,  including  an  evaluation 
form  for  preadmission  planning  (PAP),  a  system  of  problem-oriented  planning 
(POP)  within  the  facility,  and  a  problem-oriented  quality  assurance  program 
(POQA).  This  approach  reflects  a  concern  with  a  systems  approach  to  the  prob- 
lem of  LTC  and  a  strong  conviction  that  the  care  of  LTC  patients  must  be  viewed 
as  multidimensional  and  multidisciplinary. 

The  overall  design  of  this  project  was  quasi-experimental.  A  total  of  18  volun- 
teer facilities  (one  of  which  withdrew  when  ownership  changed)  were  affected. 
These  were  divided  into  two  matched  groups  of  8  experimental  and  8  control 
facilities,  and  2  facilities  were  used  as  training  sites  only.  Thus,  the  impact  of  the 
project  was  felt  only  in  the  experimental  facilities.  In  order  to  gather  comparison 
data,  however,  information  was  obtained  by  PSRO  staff  on  the  preadmission  plan 
for  patients  admitted  to  control  facilities.  The  PSRO  staff  also  performed  the  final 
assessments  after  approximately  6  months  to  ascertain  outcomes  for  the  experi- 
mental and  control  groups. 

Much  of  the  time  within  the  project  was  devoted  to  the  development  of  instru- 
ments and  methods.  The  PAP  was  installed  in  the  8  experimental  facilities  in  June 
1977;  the  POP  was  installed  in  7  of  the  experimental  facilities  by  March  of  1978; 
and  the  POQA  was  implemented  only  as  a  pilot  in  4  experimental  facilities  for  the 
last  2  months  of  the  study  beginning  in  September  1978.  Thus,  the  PAP  included 
only  168  patients  in  the  8  experimental  homes  and  POP  involved  only  62  patients 
in  7  homes. 

Although  the  experiment  failed  to  show  any  differences  among  the  experimen- 
tal and  control  groups  because  of  a  variety  of  methodological  problems,  the  demon- 
stration offers  a  number  of  valuable  insights  into  how  a  substantial  investment  of 
effort  can  lead  to  creative  review  programs  with  potential  to  affect  LTC  delivery. 
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PROGRAM  DESCRIPTION 
Goals 

The  goals  of  the  demonstration  project  as  expressed  by  the  PSRO  were  very 
broad  and  ambitious: 

1.  To  develop  and  assess  an  LTC  review  program  that  could  meet  the  PSRO 
needs  and  also  serve  to  enhance  providers'  capacity  to  improve  patient 
care. 

2.  To  identify  those  specific  LTC  organizational  traits  and  care  management 
practices  that  affect  patient  outcomes  and  therefore  would  need  to  be 
addressed  in  an  areawide  review  system. 

Three  basic  principles  were  inherent  in  the  design  of  the  review  program: 

1.  The  use  of  standardized  data  collection  documents. 

2.  The  incorporation  of  a  rational  and  systematic  decisionmaking  and  infor- 
mation-collecting process. 

3.  The  blending  of  information  retrieval  and  review  processes  with  care 
delivery  activities. 

Activities 

The  review  program  consisted  of  three  interrelated  components  (PAP,  POP, 
and  POQA).  PAP  was  designed  to  ensure  the  appropriate  placement  of  patients  in 
LTC  facilities  and  to  provide  a  baseline  data  set  on  the  health  status  of  the  patient 
upon  entering  an  LTC  facility.  A  standardized  data  collection  instrument  was  used 
to  assess  the  patient's  functional  status  on  each  of  forty-two  function  areas  grouped 
into  four  domains  with  regard  to  level  of  need:  physical,  economic,  mental,  and 
emotional  and  social.  These  need  profiles  were  used  to  provide  corresponding  ser- 
vice needs  organized  into  two  categories:  basic  maintenance  services  and  remedial 
services.  Different  types  of  service  needs  were  denned:  assessment/evaluation  of 
origin  of  problem,  assessment/evaluation  of  status  of  problem,  intervention/direct 
care,  training/ retraining,  patient/family  education,  and  special  equipment.  The 
form  was  intended  to  be  filled  out  by  the  review  coordinator,  a  designated  represen- 
tative of  the  LTC  facility  to  which  a  patient  had  been  referred.  The  eight  review 
coordinators  (one  in  each  experimental  nursing  home)  included  five  social  service 
workers,  a  social  service  department  aide,  registered  nurse,  and  a  licensed  practical 
nurse. 

The  POP  approach  involved  active  participation  of  a  multidisciplinary  review 
team  within  the  LTC  facility  (activities  therapist,  dietician,  nurse,  occupational 
therapist,  physical  therapist,  physician,  and  social  service  worker).  Within  2  weeks 
of  admission,  the  review  coordinator  convened  the  team.  The  data  gathered  under 
the  PAP  process  were  reviewed  and  assessed.  Each  member  of  the  team  developed 
a  care  plan  for  his/her  respective  function,  using  specially  created  and  structured 
forms.  (Physician  input  was  generally  limited  to  an  assessment  mailed  to  the  facili- 
ty.) For  each  patient  problem,  an  assessment  was  made  and  a  plan  developed  that 
included  identification  of  a  patient's  current  status  and  optimal  achievable  status, 
the  gap  between  them,  and  areas  of  care  (including  preventive  activity)  that  needed 
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to  be  undertaken.  A  plan  of  care  was  then  developed  for  each  problem,  and  respon- 
sibilities were  appropriately  allotted  to  each  team  member.  This  plan  was  reas- 
sessed as  often  as  necessary,  but  no  less  frequently  than  every  3  months.  One 
member  of  the  facility  team  was  assigned  as  the  care  manager  for  each  patient  and 
was  responsible  for  coordinating  the  work  of  the  team  members  and  monitoring 
progress. 

The  third  component  of  the  program  (which  was  not  fully  implemented)  was 
POQA.  This  component  was  intended  to  ensure  that  the  information  gathered 
under  PAP  and  POP  was  visually  displayed  to  provide  feedback  to  the  facility  as 
to  the  progress  it  was  making  and  to  ensure  that  information  was  utilized  in 
constructing  a  quality  assurance  plan  for  the  facility.  Each  facility  was  assessed  to 
determine  its  capability  for  conducting  quality  assurance  activities,  and  differential 
treatments  were  applied,  depending  on  the  capacity  of  the  facility.  A  multidiscipli- 
nary  committee,  assisted  by  PSRO  staff,  was  constituted  within  the  facility  to 
identify  facility  problems  and  to  develop  a  problem  list  for  which  specific  actions 
might  lead  to  resolution.  Individuals  responsible  for  taking  the  appropriate  steps 
were  designated  and  progress  was  regularly  monitored. 

The  FHCE  had  developed  an  LTC  committee  prior  to  the  solicitation  of  propos- 
als under  the  demonstration  grant  program.  That  committee  included  substantial 
representation  of  nonphysician  providers  involved  in  LTC  and  represented  a  multi- 
plicity of  disciplines  and  affiliations.  In  addition  there  were  four  task  forces;  a 
Physician  Task  Force  and  an  Allied  Health  Providers  Task  Force  provided  general 
review  and  consultation  on  elements  of  the  program  prior  to  their  introduction  into 
the  field.  The  review  coordinators  from  the  8  experimental  facilities  formed  a  third 
task  force  and  met  regularly  to  review  program  design  and  tools  and  to  discuss 
problems  of  implementation;  this  group  served  as  a  major  link  between  the  FHCE 
staff  and  the  facilities.  A  fourth  task  force,  composed  of  facility  administrators  and 
representatives  of  all  18  participating  facilities,  provided  similar  comments  on 
program  components  and  direct  feedback  from  the  field. 

The  FHCE  staff  included  seven  members:  a  technical  assistance  coordinator 
who  related  to  facility  staff;  a  LTC  review  specialist,  who  was  in  charge  of  field 
operations  and  contributed  to  the  design  of  major  program  elements;  a  program 
evaluator  who  handled  issues  related  to  the  study  segment  of  the  project;  a  data 
analyst  who  managed  project  data;  an  interviewer  who  conducted  patient  assess- 
ments for  study  purposes;  a  project  director  who  served  as  the  principal  program 
developer  and  supervisor  for  project  staff;  and  an  administrative  and  contract 
director. 

The  project  was  carried  out  on  a  voluntary  basis  with  the  support  of  the  Min- 
nesota social  services  and  health  departments.  It  had  no  binding  status  and  thus 
depended  on  the  good  will  of  the  participants.  Initially  8  LTC  facilities  were  selected 
to  participate  in  the  project.  However,  because  there  was  a  substantial  overre- 
presentation  of  extended  care  facilities  attached  to  hospitals,  the  number  of  par- 
ticipating facilities  was  increased  to  18,  and  a  sample  of  these  facilities  (stratified 
by  LOC)  was  selected  for  the  experimental  group. 


CONTEXT  OF  THE  DEMONSTRATION 

The  Minneapolis  PSRO  area  is  a  large  geographical  area  with  approximately 
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400  LTC  facilities  within  it.  The  LTC  demonstration  project  was  the  responsibility 
of  the  evaluation  component  of  the  PSRO  and  was  deliberately  developed  as  a  pilot 
study  in  a  few  selected  facilities.  The  PSRO  demonstration  staff  were  empirically 
oriented  and  comfortable  with  the  sequence  of  building  theoretical  models  and 
testing  them.  The  nursing  homes  that  participated  in  the  demonstration  perceived 
that  they  were  part  of  an  experiment  to  advance  knowledge  (our  telephone  inter- 
views, even  with  control  facilities,  showed  this)  and  were  very  cooperative.  Al- 
though the  Minneapolis  PSRO  was  clearly  receptive  to  the  experimental  posture 
of  the  demonstration  project,  it  did  seem  to  Rand  site  visitors  that  the  LTC  demon- 
stration was  somewhat  detached  from  other  review  programs  and  that  this  would 
make  it  difficult  to  move  from  demonstration  to  operating  status. 

We  note  here  that  the  context  of  this  project  differs  so  much  from  the  other 
PSRO  LTC  demonstrations  that  it  is  impossible  to  force  this  chapter  into  exactly 
the  same  organizational  format  as  the  other  chapters  in  this  volume  without  doing 
violence  to  the  material  being  described. 


PRIORITIES  AND  PHILOSOPHY 

Eight  major  premises  underlay  the  design  of  the  LTC  review  program: 

1.  LTC  patients'  needs  are  broad  and  diverse.  The  approach  to  review  should 
therefore  be  patient-centered  and  should  utilize  a  multidimensional  needs 
assessment  model  oriented  toward  functional  status  and  incorporating  a 
large  number  of  variables. 

2.  LTC  institutional  services  are  very  complex.  Multidisciplinary  models  for 
patient  assessment  and  care  planning  are  required;  the  role  of  the  physi- 
cian in  these  models  is  recognized  to  be  far  less  dominant  than  in  acute 
care. 

3.  LTC  is  a  new  feature  of  the  health  care  system  and  thus  new  ways  of  using 
appropriate  data  to  create  descriptions  of  the  types  of  LTC  patient  and 
their  unique  constellation  of  needs  is  required. 

4.  LTC  review  cannot  be  restricted  simply  to  the  medically  related  needs. 

5.  The  PSRO  program  emphasis  should  be  collaborative,  not  coercive. 

6.  The  PSROs  are  instruments  of  change  in  health  care. 

7.  Quality  assurance  should  be  the  hallmark  of  PSRO  review  in  LTC. 

8.  LTC  review  is  in  an  embryonic  stage  of  development.  Experimentation 
and  innovation  are  required. 


PROCESSES  OF  REVIEW 

The  usual  distinctions  between  PAR,  AR,  CSR,  and  CQA  do  not  pertain  to  the 
FHCE  project.  This  project  undertook  a  systems  approach  to  the  problem  of  LTC 
delivery  and  to  the  assessment  of  that  care.  In  essence,  this  approach  represented 
complete  delegation  of  review,  with  the  PSRO  playing  a  technical  assistance  and 
coordinating  role. 

Three  closely  interrelated  components  were  used.  The  equivalent  of  PAR  was 
the  PAP,  in  which  data  were  gathered  by  a  designated  coordinator  from  the  facility 
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to  which  the  patient  was  referred.  The  bulk  of  the  data  was  derived  from  direct 
interview  with  the  patient.  Where  the  patient  was  incapable  of  responding,  proxy 
data  were  collected  from  qualified  informants  (family,  caregiver,  etc.),  and  if  the 
patient  was  admitted  from  a  medical  facility,  chart  review  was  also  employed.  As 
described  above,  the  data  were  gathered  according  to  a  highly  structured  and 
comprehensive  assessment  form.  Part  of  this  assessment  included  an  interviewer 
judgment  section  in  which  the  coordinator  was  expected  to  make  interpretive 
statements  in  assessing  the  needs  of  the  patient. 

A  number  of  issues  surfaced  as  a  result  of  this  experience.  Some  of  the  difficul- 
ties encountered  in  identifying  an  adequate  study  population  for  the  experimental 
analysis  occurred  because  there  were  inconsistencies  in  data  from  the  self-report 
from  the  patient,  the  proxy  reports,  and  the  judgments  made  by  the  reviewer.  No 
obvious  basis  for  the  discrepancies  could  be  identified,  and  a  number  of  potential 
study  patients  were  discarded  from  the  analysis  as  a  result.  The  PAP  developers 
felt  that  it  was  essential  that  a  representative  from  the  LTC  facility  be  used  to  make 
the  PAP  assessment.  In  this  way,  direct  linkages  and  improved  exchange  of  infor- 
mation would  be  ensured.  However,  the  flow  of  information  came  at  a  price.  Com- 
parisons of  the  LOC  judgments  made  by  facility  representatives  with  those  made 
by  a  group  of  independent,  trained  judges  indicated  that,  in  50  percent  of  the  cases, 
the  independent  clinical  team  would  have  placed  the  patients  at  a  lower  level  of 
care  than  had  occurred.  In  contrast,  a  LOC  decision  made  by  a  PSRO  staff  member 
for  the  patients  in  the  control  group  differed  from  the  judgment  of  the  clinical  team 
in  only  26  percent  of  the  cases.  Although  this  discrepancy  can  be  partly  explained 
by  inter-rater  variation  in  the  ratings  of  eight  different  facility-based  coordinators 
(as  contrasted  with  one  PSRO  reviewer),  this  difference  at  least  suggests  that  the 
facility-based  coordinators  may  have  been  overgenerous  in  their  LOC  decisions. 

The  intent  of  the  PAP  was  to  match  patient  needs  with  the  facility  profiles  in 
order  to  place  the  patients  in  the  most  appropriate  facility.  However,  because  the 
review  was  done  by  a  designated  individual  from  a  given  facility,  the  probability 
seems  remote  that  the  individual  would  invest  facility  time  in  conducting  a  patient 
assessment  only  to  decide  that  the  patient  was  better  treated  elsewhere.  The  study 
provided  no  specific  data  with  which  to  investigate  this  contention. 

There  was  a  great  concern  among  the  project  staff  with  ensuring  that  the 
judgments  about  patients'  needs  were  made  reliably  and  validly.  A  number  of  the 
components  of  the  PAP  assessment  form  were  adapted  from  previously  field-tested 
instruments,  many  of  which  had  been  developed  or  tested  by  the  Hebrew  Rehabili- 
tation Center  for  the  Aged.  The  form  was  field  tested  and  subjected  to  numerous 
professional  reviews  for  construct  validity.  Inter-rater  reliability  was  facilitated 
during  the  training  sessions  in  which  coordinators  were  asked  to  listen  to  a  series 
of  standardized  interviews  and  to  complete  rating  forms.  With  regard  to  data 
gathering,  a  high  level  of  inter-rater  reliability  was  demonstrated. 

The  POP  component  was  developed  to  serve  the  function  of  care  planning  and 
was  used  to  enhance  a  multidisciplinary  team  approach  to  care  delivery.  The 
principal  feature  was  goal  orientation  as  a  means  of  inducing  the  staff  of  a  facility 
to  consider  the  optimal  achievable  status  of  each  patient  and  to  monitor  progress 
made.  POP  represents  a  major  intrusion  of  a  new  method  of  planning  and  record- 
keeping into  the  facility.  It  was  carefully  designed  to  involve  a  variety  of  different 
types  of  providers.  Team  conferences  were  used  to  exchange  ideas,  and  individual 
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responsibilities  by  appropriate  disciplines  were  assigned.  Interestingly,  the  physi- 
cian was  generally  not  part  of  that  team.  His  contribution  was  made  in  absentia. 
He  was  asked  to  complete  an  assessment  form  that  was  used  to  articulate  what  he 
perceived  to  be  the  needs  of  the  patient.  The  basic  focus  of  the  POP  component, 
then,  lay  in  developing  an  accountability  system  that  employed  the  nursing  home 
personnel  almost  exclusively. 

The  third  component  of  the  program,  POQA,  was  not  fully  developed  during  the 
course  of  the  demonstration.  Multi disciplinary  review  teams  from  FHCE  did  visit 
each  facility  and  assess  its  capability  for  conducting  quality  assurance  activities. 
However,  the  facility-based  quality  assurance  committees  were  formed  in  only  four 
facilities  at  the  very  end  of  the  project  period. 

The  FHCE  project  represents  an  operational  model  based  on  the  conviction  that 
information,  when  presented  in  an  organized  manner  in  which  the  user  has  been 
involved  as  an  active  participant,  will  lead  to  appropriate  changes  in  behavior. 
FHCE  invested  heavily  in  designing  the  new  system,  complete  with  forms  specifi- 
cally set  up  to  guide  the  behavior  of  the  participants.  FHCE  held  a  number  of 
sessions  to  train  facility  staff  in  each  component  of  the  system  and  provided  onsite 
technical  assistance  with  implementation.  Monitoring  forms  on  level  of  activity 
were  submitted  by  the  facility  coordinators  to  FHCE  regularly. 


THE  DATA  SYSTEM 

The  Minneapolis  project  was  built  around  the  use  of  data.  However,  this  demon- 
stration effort  covered  only  a  limited  sample  of  patients  related  to  a  small  group 
of  volunteer  facilities.  The  sample  was  still  further  restricted  to  only  new  admis- 
sions to  those  facilities,  even  excluding  (appropriately  so)  readmissions.  The  data 
system  developed  can  be  used  as  a  model  for  how  a  more  complete  data  system, 
covering  a  definable  population,  might  be  created,  but  it  is  more  useful  as  a  model 
than  for  the  value  of  its  current  data.  The  system  is  a  very  complete  one.  It  extends 
from  a  description  of  resources  of  facilities  in  the  area  to  a  detailed  assessment  of 
the  character  of  the  patients  in  the  facilities  and  about  to  enter  them.  The  heart 
of  the  data  system  was  the  development  of  a  set  of  profiles  to  be  fed  back  to  facilities 
under  the  aegis  of  the  POQA  component  of  the  project. 

Because  the  project  was  sequentially  developed,  the  POQA  component  was  the 
last  segment  to  be  fielded  and  was  only  available  at  the  very  end  of  the  demonstra- 
tion period.  The  entire  set  of  data  was  developed  with  computerization  in  mind,  and 
basic  programs  have  been  written  to  use  these  data  in  developing  profiles.  The 
system  had  the  capacity  to  reflect  overall  characteristics  of  patient  groups,  facili- 
ties, and  providers  and  to  highlight  classes  of  patients.  Actual  patient  progress  was 
compared  with  the  optimum  achievable  status  indicated  prospectively  by  providers 
who  used  the  POP  system. 

Although  the  Minneapolis  project  has  a  very  heavy  flavor  of  the  systems  ap- 
proach, and  the  designers  recognize  the  need  to  interface  the  LTC  system  with  the 
acute  care  system,  this  linkage  has  not  yet  been  accomplished.  Because  the  hospital 
data  for  use  in  discharge  planning  is  gathered  by  a  representative  of  the  LTC 
facility,  it  may  be  more  difficult  to  achieve  that  linkage. 
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IMPACT 

Findings  of  Experiment 

The  Minneapolis  demonstration  project  was  designed  as  a  quasi-experiment 
with  experimental  and  matched  control  groups.  It  was  hypothesized  that  review 
would  produce  changes  at  the  facility,  staff,  and  patient  level.  Anticipated  impacts 
included  better  transfer  of  information  to  the  facility,  increased  interdepartmental 
coordination  among  the  staff  of  the  experimental  facilities,  more  time  spent  on 
patient  assessment  and  care  planning,  increased  job  satisfaction,  and  more  intensi- 
ty of  services  delivered  within  the  facility.  All  of  these,  in  turn,  were  expected  to 
lead  to  improvement  (or  at  least  relative  improvement)  in  patient  outcomes  along 
the  lines  of  physical  health,  levels  of  physical  and  social  functioning,  social  partici- 
pation, and  satisfaction  with  services  rendered.  It  had  been  hoped  that  the  experi- 
mental group  would  show  fewer  patient  days  in  the  hospital  and  in  the  LTC  institu- 
tions and  that  there  would  be  a  compensatory  shift  to  increased  days  spent  in  the 
community.  Looking  primarily  at  the  direct  costs  of  care,  the  program  developers 
hoped  to  show  a  positive  cost/benefit  ratio. 

More  details  on  the  experiment  are  provided  in  Vol.  I,  Chapter  5.  Because 
simple  randomization  was  not  feasible,  the  project  elected  to  utilize  a  sophisticated 
matching  design.  Facilities  were  randomly  assigned  to  experimental  or  control 
groups.  Patient  pairs  from  the  experimental  and  control  groups  were  then  matched 
on  a  variety  of  variables.  This  added  strength  to  the  statistical  integrity  of  the 
study,  but  it  came  at  a  high  price.  The  final  study  sample  was  small,  consisting 
essentially  of  67  matched  pairs  of  patients.  For  some  analyses  that  required  patient 
response  at  the  end  of  the  6-month  followup  period,  the  number  fell  to  39  matched 
pairs.  In  essence,  no  improvements  favoring  the  experimentals  over  the  controls 
could  be  demonstrated  in  the  various  phases  of  the  study.  There  were  no  significant 
differences  in  the  way  staff  performance  or  attitudes  changed.  There  was  no  indica- 
tion that  experimental  patients  were  likely  to  spend  either  less  time  in  acute  care 
hospitals  or  more  time  in  the  community.  Changes  in  health  and  well-being  did  not 
favor  the  experimental  group.  Social  involvement  decreased  in  both  groups. 

Unfortunately,  the  experimental  system  may  not  have  been  incorporated  with 
equal  intensity  and  enthusiasm  in  all  experimental  facilities.  Some  data  to  support 
this  contention  are  available.  Analysis  of  the  plans  developed  under  POP  suggests 
that  there  were  differences  in  the  manner  in  which  facilities  identified  the  kind  and 
amount  of  services  to  be  delivered,  both  for  specific-need  areas  and  for  each  patient. 

The  failure  to  demonstrate  impact  can  be  attributed  to  a  number  of  factors. 
First,  the  project  was  conducted  for  a  very  short  period  of  time,  given  what  it 
wanted  to  do.  In  some  cases,  segments  of  the  overall  program  had  been  implement- 
ed for  only  a  few  months.  For  example,  only  29  patients  in  the  experimental  group 
had  been  reviewed  using  the  POP  procedures.  The  short  duration  may  also  have 
failed  to  allow  sufficient  time  for  the  philosophy  of  the  project  to  become  accepted 
in  all  institutions.  Second,  because  the  program  applied  only  to  new  admissions,  it 
could  not  replace  the  overall  procedures  at  any  given  facility.  Especially  because 
the  project  was  operating  under  a  nonbinding  status,  facilities  might  have  added 
some  of  the  components  of  the  project  without  fully  adopting  it  as  a  replacement 
for  more  traditional  LOC.  Third,  although  the  temptation  is  to  blame  the  small 
sample  size  for  any  inability  to  demonstrate  a  significant  difference,  it  is  important 
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to  appreciate  that  the  trends  were  not  in  directions  favorable  to  the  experimental 
group.  The  failure  to  demonstrate  impact  may  be  attributable  more  to  the  lack  of 
a  true  experimental  effect  than  to  small  sample  size.  The  investigators  acknowl- 
edged this  in  their  final  report,  citing  as  a  lesson  of  the  study  that  the  collection  and 
display  of  critical  information  on  patient  problems  and  service  needs  alone  do  not 
substantially  alter  the  behavior  of  caregivers  or  cause  measurable  effects  on  pa- 
tients. 

Costs 

As  part  of  the  evaluation  effort  in  the  Minneapolis  project,  a  cost/benefit  analy- 
sis was  undertaken.  A  task  inventory  technology  was  employed  to  calculate  the 
direct  wage  and  salary  costs  for  FHCE  personnel  involved  in  the  project;  these  costs 
were  exclusive  of  research  and  development  costs.  Similar  task  inventory  studies 
were  used  to  calculate  the  costs  imposed  on  LTC  facility  personnel  and  for  the 
various  committees  involved. 

Minneapolis'  data  costs  suggested  that  the  average  annual  wage  and  salary  cost 
estimate  was  about  $48,000.  At  the  facility  level,  the  average  costs  were  calculated 
on  a  per-review  basis.  Prior  to  the  institution  of  the  demonstration  project,  it  was 
estimated  that  each  PAR  cost,  on  average,  $29  and  that  the  equivalent  of  a  POP 
review  cost,  on  average,  $40.  Data  from  the  task  inventory  suggest  that  under  the 
demonstration  project,  preadmission  review  (i.e.,  a  PAP)  cost  approximately  $29 
and  the  POP  activities  cost  approximately  $124.  The  PSRO  interpreted  this  to  mean 
that  the  PAP  came  at  no  net  cost  and  that  the  POP  reviews  had  a  net  cost  of 
approximately  $83  over  the  activities  replaced  or  supplemented.  We  note,  however, 
that  all  of  these  cost  figures  are  based  on  extrapolations  from  a  time-and-motion 
study  and  are  subject  to  the  possibility  that  the  time  periods  studied  did  not  actually 
represent  the  activities  of  staff  across  the  whole  demonstration  project. 


FACILITY  PERSPECTIVE 

Of  the  16  telephone  interviews  with  Minneapolis  facilities,  only  7  were  with 
representatives  of  the  experimental  facilities.  It  is  rather  difficult  to  make  state- 
ments about  such  small  numbers,  other  than  to  state  that  the  experimental  group 
was  divided  about  the  impact  of  the  PSRO  program.  The  area  of  the  greatest 
positive  response  was  impact  on  ancillary  personnel,  with  5  of  the  7  facilities 
indicating  positive  change;  3  facilities  perceived  an  improvement  in  staff  morale 
and  3  in  quality  of  nursing  care.  On  the  other  hand,  2  facilities  saw  a  negative 
impact  on  morale,  on  documentation,  and  on  quality  of  nursing  care.  Considering 
the  intensity  with  which  the  PSRO  attempted  to  work  with  the  experimental  group, 
it  is  interesting  that  only  3  facilities  indicated  they  had  ever  received  feedback  from 
the  PSRO;  2  of  these  found  it  helpful.  Also,  5  of  the  7  indicated  that  they  had  been 
required  to  add  staff  time  over  and  above  regular  commitments  to  fulfill  the  re- 
quirements of  the  PSRO  program. 

An  examination  of  the  findings  of  the  control  group  interviews  is  illuminating. 
Although  the  only  relationship  the  control  group  had  with  the  PSRO  was  through 
the  presence  of  the  PSRO  staff  nurse  who  collected  periodic  information  and 
through  representation  on  steering  committees,  the  control  facilities  were  slightly 
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more  favorable  about  the  PSRO's  anticipated  review  program  compared  with  the 
current  review  systems  than  were  the  experimental  facilities.  Summarizing  these 
fragmentary  findings,  it  does  seem  that  the  PSRO's  attention  to  multidisciplinary 
review  paid  off  in  terms  of  perceived  impact  on  ancillary  personnel;  however,  there 
were  mixed  feelings  in  the  experimental  group  about  the  payoff  of  their  heavy 
investment  in  the  PSRO  program,  an  investment  could  either  have  a  positive  or  a 
negative  effect  on  facility  staff  morale.  Finally,  less  than  half  the  experimental 
facilities  interviewed  perceived  that  the  PSRO  ever  gave  feedback,  a  finding  that 
supports  our  earlier  suggestion  that  the  experimental  effect  experienced  in  these 
homes  was  less  than  the  PSRO  imagined.  (The  telephone  interviews  are  described 
across  sites  in  Vol.  I,  Chapter  7.) 


CURRENT  SITUATION 

FHCE  now  has  the  opportunity  to  develop  a  region-wide  program  for  LTC 
facilities.  As  of  this  writing,  it  is  not  clear  whether  the  Foundation  is  prepared  to 
make  the  necessary  major  commitment  to  intensive  LTC  review  that  continuing 
the  demonstration  techniques  would  require.  The  principal  staff  members  who 
developed  the  methods  have  recommended  that  FHCE  use  the  elements  of  the 
program  developed  under  the  demonstration  project  and  make  modifications  on  the 
basis  of  lessons  learned  from  that  project.  The  FHCE  staff  recognize  that  the 
problems  associated  with  implementation  of  PAP,  POP,  and  POQA  on  a  large  scale, 
particularly  in  a  region  that  encompasses  rural  as  well  as  urban  facilities,  will 
greatly  multiply  the  difficulties  faced  in  the  pilot  project.  Nonetheless,  they  antici- 
pate that  the  lessons  learned  in  that  demonstration  effort  will  bear  fruit. 

With  regard  to  the  PAP  program,  staff  members  conclude  that  the  project 
findings  support  the  validity  of  a  standardized  instrument  such  as  the  PAP  assess- 
ment tool.  They  recognize  the  need  for  specific,  easy-to-use  criteria  in  making 
placement  service  recommendations.  They  plan  to  develop  such  criteria  from  the 
functional  typology  and  to  incorporate  them  into  the  PAP  process.  They  will  con- 
tinue to  use  the  patient  as  the  primary  source  of  data,  but  recognize  that,  at  least 
for  the  first-time  admissions,  rapid  detection  of  patient  problems  and  selection  of 
the  most  appropriate  location  and  configuration  of  services  are  needed.  To  achieve 
this,  they  now  suggest  that  the  collection  of  PAP  data  be  divided  into  at  least  two 
parts  and  be  completed  by  two  or  more  different  assessors,  such  as  hospital-based 
discharge  planners  and  facility-based  patient  assessors.  The  specific  roles  of  each 
remain  to  be  delineated. 

The  PSRO  interpreted  its  demonstration  findings  as  supporting  the  capacity  of 
POP  as  a  mechanism  for  identifying  the  kind  and  amount  of  services  delivered  to 
patients  within  specific  facilities.  There  was  a  recognition  of  the  need  for  aggregat- 
ed data  displays  to  identify  variations  across  facilities  with  respect  to  the  kinds  and 
amounts  of  services  delivered  and  the  resulting  effects  on  patients.  Enthusiasm 
remained  high  for  the  use  of  the  interdisciplinary  team  approach  to  patient  care 
planning. 

The  FHCE  recognized  the  need  to  use  those  data  available  through  the  PAP 
and  POP  mechanisms  to  develop  profiles  of  patients  and  facilities,  as  well  as  a  need 
to  develop  and  use  relative  standards  for  problem  identification  and  formulation  so 
that  facilities  can  see  how  they  compare  with  the  other  facilities  in  their  class.  The 
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focus  of  quality  assurance  should  be  more  on  increased  health  attainment  than  on 
simply  problem  eradication.  The  improvement  goals  need  to  be  sorted  into  those 
that  can  be  dealt  with  at  the  facility  level  and  those  that  need  community  action. 

As  a  result  of  the  experience  with  the  demonstration  project,  FHCE  recognizes 
the  need  for  a  closer  monitoring  of  the  review  process  to  ensure  that  the  program 
has  been  implemented  as  intended. 


CONCLUSIONS 

The  Minneapolis  demonstration  has  made  a  useful  contribution  to  our  knowl- 
edge of  the  state  of  the  art  in  LTC  review.  The  willingness  of  the  investigators  to 
undertake  a  quasi-experiment,  despite  the  number  of  methodologic  problems  en- 
countered, provided  an  illustration  of  how  one  can  learn  something  about  what 
makes  a  difference  in  LTC  review.  This  project  underlines  the  tremendous  effort 
and  associated  cost  necessary  to  field  such  an  experimental  design.  If  we  are 
to  make  progress  in  the  field  on  the  basis  of  empirical  data,  we  need  to  provide 
adequate  time  for  gathering  data  on  a  patient  sample  large  enough  for  us  to  make 
meaningful  conclusions  at  an  acceptable  level  of  statistical  significance.  There  is  no 
short  cut  to  such  results. 

The  project  also  raises  the  question  about  how  much  of  an  effect  it  is  reasonable 
to  expect  from  an  intervention,  even  a  rather  extensive  intervention  such  as  the 
one  described  above,  when  other  forces  such  as  reimbursement,  certification,  and 
licensure  remain  constant.  The  impact  of  any  PSRO  project  as  an  independent 
component  laid  onto  a  complex,  regulatory,  and  operational  system  of  LTC  is  not 
likely  to  be  very  great.  However,  when  a  creative  and  dynamic  PSRO  can  work  as 
part  of  an  integrated  approach  to  changing  the  pattern  of  LTC,  its  impact  potential 
seems  much  greater. 


Chapter  6 

MULTNOMAH  FOUNDATION  FOR  MEDICAL  CARE 


SUMMARY 

The  Multnomah  Foundation  for  Medical  Care  (MFMC)  differs  from  the  other 
demonstration  projects  in  a  number  of  ways.  First,  it  had  already  entered  into 
binding  review  of  SNF  patients  for  both  Medicare  and  Medicaid  before  the  demon- 
stration period.  Because  the  PSRO  area  is  essentially  limited  to  the  city  of  Portland, 
the  activities  were  confined  to  13  facilities  within  easy  distance  of  each  other;  in  this 
respect  the  MFMC  catchment  area  is  analogous  to  a  regional  area  in  a  statewide 
PSRO.  For  patients  in  these  13  facilities,  MFMC  has  perhaps  the  best  series  of 
longitudinal  data  for  LTC  patients  developed  by  any  PSRO.  This  data  set  can  be 
tapped  to  examine  trends  within  a  binding  review  system. 

Second,  MFMC  developed  a  delegated  system  of  review  in  LTC,  perceiving  its 
main  role  as  a  monitor  and  an  educational  resource.  Although  this  distinctive 
feature  became  anachronistic  after  the  passage  of  PL  95-142  prohibited  delegation 
of  review  to  LTC  facilities,  MFMC  nevertheless  did  have  an  opportunity  to  demon- 
strate the  possibilities  of  building  a  system  based  on  maximum  trust  of  the  facili- 
ties. Even  though  delegation  is  no  longer  permissible,  considerable  data  collection 
and  abstraction  can  still  be  entrusted  to  facility  personnel  and,  therefore,  a  study 
of  the  Multnomah  delegation  experience  is  instructive  in  regard  to  that  relation- 
ship. 

Our  attention  to  the  MFMC  project,  then,  is  focused  on  two  features:  (1)  an 
analysis  of  data  generated  by  the  review  system,  and  (2)  an  examination  of  the 
delegated  review  system. 


PROGRAM  DESCRIPTION 
Goals 

To  paraphrase  the  Multnomah  Demonstration  Proposal  and  the  Final  Demon- 
stration Report,  the  MFCM  demonstration  had  five  goals: 

1.  Demonstrate  and  evaluate  preadmission  certification. 

2.  Investigate  the  most  appropriate  way  of  conducting  MCE  studies  in  LTC. 

3.  Analyze  the  data  collection  form  and  make  decisions  about  which  ele- 
ments had  utility  for  automation. 

4.  Facilitate  transfer  of  information  among  different  levels  of  care,  particu- 
larly between  the  hospital  and  the  SNF  facility. 

5.  Evaluate  the  advantages  and  disadvantages  of  a  delegated  review  system. 

The  passage  of  PL  95-142  made  the  objective  of  assessing  the  delegated  review 
system  less  relevant;  in  fact,  much  of  MFMC's  energy  was  redirected  to  developing 
a  nondelegated  system  before  the  end  of  the  demonstration.  It  also  affected  the 
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salience  of  the  objective  concerning  MCE  studies,  since  the  demonstration  initiative 
had  been  directed  to  provision  of  technical  assistance  to  develop  an  MCE  study 
capability  in  delegated  facilities. 

Activities 

Preadmission  Certification.  MFMC  conducted  a  6-month  quasi-experiment 
to  determine  whether  a  preadmission  certification  program  had  any  impact  on  the 
extent  and  quality  of  the  transfer  information  conveyed  to  the  LTC  facility. 
Three  acute  hospitals  participated  by  completing  the  information  on  the  same 
data  collection  form  used  by  facilities  for  the  admission  review  (AR)  and  con- 
tinued stay  review  (CSR).  The  actual  review  was  performed  by  different  reviewers 
in  each  of  the  three  hospitals;  one  used  a  utilization  review  (UR)  coordinator  who 
was  also  a  nurse,  one  used  a  social  worker,  and  one  used  the  visiting  nurse  associa- 
tion personnel.  The  other  hospitals  did  not  perform  PAR.  The  PAR  experiment 
is  discussed  in  Vol.  I,  Chapter  5. 

Admission  Review /Continued  Stay  Review.  Under  the  delegated  system, 
review  was  conducted  by  the  facility's  Director  of  Nursing  or  her  designees  within 
48  hours  of  admission.  Subsequent  reviews  were  required  within  21  days,  then  30 
days,  30  days  again,  and  every  90  days  thereafter. 

Each  review  required  completion  of  a  patient  assessment  using  a  standardized 
Facility  Data  Collection  Form;  information  for  this  task  was  generally  gathered 
from  the  patient's  acute  care  hospital  record  for  the  AR  and  the  nursing  home 
record  for  the  CSR,  but  the  Director  of  Nursing  also  had  the  option  of  gathering 
information  by  interviewing,  observing,  or  examining  the  patient  in  the  facility.  An 
LOC  decision  was  then  made,  based  closely  on  the  federal  guidelines  but  requiring 
an  implicit  judgment.  The  attending  physician  was  informed  of  all  adverse  determi- 
nations and  had  the  opportunity  of  appealing  the  decision.  In  most  cases,  when 
appeals  were  exhaused  and  the  adverse  determination  was  upheld,  the  attending 
physician  voluntarily  discharged  the  patient;  MFMC  considered  that  the  system 
had  failed  for  the  small  number  of  patients  discharged  on  order  of  the  UR  com- 
mittee. 

The  PSRO  edited  each  form  for  completeness  and  internal  consistency.  In  addi- 
tion, a  20  percent  sample  of  admitted  patients  was  randomly  selected  on  a  quarterly 
basis  from  each  SNF,  and  for  this  group  the  PSRO  review  coordinator  independent- 
ly completed  a  data  collection  form.  Two  problems  confound  this  reliability  check: 
(1)  the  PSRO  review  coordinator  performed  the  review  retrospectively,  using  the 
same  record  that  was  available  to  the  facility  nurse,  but  the  facility  nurse's  review 
was  also  based  on  observation;  and  (2)  necessarily,  the  PSRO  nurse  was  aware  of 
the  LOC  decision  that  had  been  made  (skilled  care)  in  performing  the  retrospective 
reliability  check,  and  this  prohibited  a  true  test  of  whether  the  PSRO  nurse  would 
have  independently  reached  the  same  LOC  decision. 

Concurrent  Quality  Assurance.  This  was  not  a  feature  of  the  delegated 
CSR,  although  MFMC  presumed  that  regular  completion  of  the  data  form  by  the 
facility  personnel  improved  both  documentation  and  patient  care  planning. 

Medical  Care  Evaluation  Studies.  Under  the  delegated  system,  MFMC  per- 
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ceived  one  of  its  tasks  to  be  facilitation  of  the  MCE  process;  the  actual  conduct  of 
MCE  studies  was  delegated  to  facilities. 

Topics  submitted  by  facilities  ranged  widely.  Many  concerned  patient  care 
issues,  such  as  medications,  bedsores,  treatment  of  fevers  above  101  degrees,  and 
bladder  infections;  others  dealt  with  topics  reflecting  information  transfer  and 
documentation.  Some  innovative  topics  were  proposed  concerning  staff  program- 
ming, such  as  "use  of  a  3-11  p.m.  shift,"  and  one  (diets/between  meal  nourish- 
ment) impinged  on  quality  of  life  as  well  as  quality  of  care.  Some  facilities  began 
planning  more  than  one  MCE  study  topic  but,  unfortunately,  they  lacked  the 
expertise  to  translate  the  topic  ideas  into  audit  procedures. 

During  the  demonstration,  8  of  the  13  facilities  completed  one  initial  MCE 
study  and  1  facility  completed  two.  None  of  the  facilities,  however,  implemented 
the  restudy  phase.  Moreover,  it  was  confirmed  that  facility  personnel  lacked  the 
knowledge  and  skill  to  develop  MCE  study  criteria  and  collect  the  data;  further, 
facility  personnel  resisted  investing  money  in  an  MCE  program.  Part  of  the  demon- 
stration was  to  stimulate  facility  interest  in  this  process  and  provide  technical 
assistance.  In  fact,  MFMC  had  not  been  optimistic  about  facility-specific  MCE 
studies  even  at  the  outset  of  the  demonstration  and  therefore  was  interested  in 
exploring  the  possibility  of  areawide  MCE  studies.  The  final  demonstration  reports 
of  MFMC  state  that  even  if  delegated  review  had  not  been  prohibited  in  LTC,  the 
recommendation  of  the  PSRO  would  have  been  in  favor  of  nondelegated  MCE 
studies. 


CONTEXT  OF  THE  DEMONSTRATION 

As  stated  above,  the  circumscribed  geographical  MFMC  region  enabled  the 
PSRO  to  become  very  familiar  with  the  facilities.  A  relevant  feature  in  the  delivery 
system,  which  may  have  fostered  the  amicable  relationships  that  existed  between 
PSRO  and  the  facilities,  was  the  incentive  for  facilities  to  permit  their  patients  to 
be  downgraded  to  the  ICF  level.  In  the  Portland  area,  there  was  a  severe  shortage 
of  SNF  beds.  Facility  personnel  could  more  easily  accept  a  downgrading  of  their 
patients  to  the  ICF  level  because  the  beds  were  then  freed  to  receive  private 
"skilled"-care  patients  who  paid  at  a  higher  rate. 

Delegated  binding  review  for  Medicare  and  Medicaid  was  negotiated  with 
relative  ease.  We  speculate  that  the  PSRO  did  not  encounter  the  problems  faced 
by  so  many  other  PSROs  in  negotiating  binding  review  because  (1)  it  had  a  rela- 
tively long  history  of  positive  community  relationships,  and  (2)  its  review  was 
limited  to  the  SNF  level,  leaving  the  whole  area  of  patient  certification  in  ICFs  to 
the  state. 

According  to  the  MFMC  report,  at  the  outset  of  their  work  with  the  PSRO,  the 
LTC  facilities  perceived  PSRO  unenthusiastically  as  another  regulatory  body.  The 
MFMC  tried  to  counter  this  reaction  by  offering  liaison  assistance  to  the  facilities 
in  their  relationship  with  other  agencies.  The  two  sources  of  dissatisfaction  iden- 
tified by  facilities  were  overregulation  on  the  part  of  the  state  Facilities  and  Licens- 
ing Agency  and  lack  of  cooperation  from  hospitals  and  physicians.  The  PSRO 
attempted  to  assist  facilities  to  enhance  communication  in  both  of  these  directions. 
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PRIORITIES  AND  PHILOSOPHY 

The  MFMC  demonstration  was  guided  by  the  concept  that  the  responsibility  for 
UR  and  concurrent  quality  assurance  should,  in  their  own  words,  "rest  at  the  most 
local  level,  i.e.,  with  each  facility's  nursing  and  medical  staff."  It  was  believed  that 
for  a  physician  organization  to  extend  this  kind  of  trust  to  the  LTC  facilities  would, 
in  itself,  upgrade  the  self-image  and  performance  of  nursing  home  staffs. 


PROCESSES  OF  REVIEW 

The  major  feature  of  Multnomah  review,  as  stated  above,  was  its  delegated 
nature.  MFMC  has  prepared  a  statement  balancing  the  pros  and  cons  of  delegated 
review  from  the  perspective  of  the  PSRO  staff.  In  addition,  a  Rand  team  member 
visited  4  Multnomah  facilities  to  obtain  information  about  delegated  review  from 
the  nursing  home  perspective.  The  meetings  were  supplemented  by  telephone 
interviews  with  the  remaining  facilities. 

Table  6.1  summarizes  the  advantages  and  disadvantages  of  delegated  review 
as  perceived  by  the  PSRO  and  the  extent  to  which  facility  perceptions  agree  with 
the  PSRO  on  the  various  items. 

The  completion  of  the  PSRO  assessment  form  required  an  assessment  of  func- 
tional status,  sensory  impairments,  orientation,  communication  abilities,  and  ap- 
propriateness of  behavior;  it  also  called  for  specification  of  the  treatment  plan  in 
terms  of  nursing  care,  restorative  care,  and  medications.  In  contrast  to  the  briefer 
form  required  previously  by  the  fiscal  intermediary,  this  form  required  about  30 
minutes  to  complete.  Facilities  indicated  that  their  determinations  were  seldom 
challenged  by  the  PSRO.  Interestingly,  however,  facilities  seemed  more  ambivalent 
than  distressed  about  the  removal  of  the  delegated  status.  Some  facilities  preferred 
not  to  spend  the  time  and  money  conducting  the  reviews,  while  others  had  a  mild 
preference  for  delegated  status  but  perceived  the  results  as  similar  under  both 
programs.  It  is  interesting  that  even  the  power  to  make  one's  own  decisions  does 
not  necessarily  compensate  for  the  actual  costs  of  conducting  the  review. 

The  potential  for  fraudulent,  or  at  least  self-serving,  decisions  exists  within  any 
delegated  system;  MFMC  indicated  that  it  did  not  uncover  any  instance  of  fraud 
or  intentional  abuse,  although  some  errors  arose  from  lack  of  knowledge  on  the 
part  of  staff. 


THE  DATA  SYSTEM 

The  data  collection  form  installed  by  the  PSRO  just  prior  to  the  demonstration 
was  the  result  of  collaboration  with  an  interdisciplinary  committee  of  nursing  home 
administrators  and  directors  of  nursing  and  physicians,  consultation  with  fiscal 
intermediaries  and  the  state  agency,  and  examination  of  existing  forms.  Each 
participating  group  thus  had  an  opportunity  to  suggest  content  that  might  be  useful 
for  generating  longitudinal  data.  The  form  was  designed  to  be  useful  primarily  for 
monitoring  the  individual  case,  not  only  in  terms  of  LOC  but  also  quality:  the  drug 
regimens,  for  example,  should  be  associated  with  diagnosis  and  the  restorative 
therapies  should  correspond  to  the  functional  status.  From  the  beginning,  however, 
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Table  6.1 

Advantages  and  Disadvantages  of  Delegated  Review, 
as  Perceived  by  MFMC  and  the  LTC  Facilities 


Perceptions  of  MFMC 

Advantages 

Making  the  assessment  improved  quality: 
Facilities  learned  to  evaluate  patient  and 
then  make  LOG  decision,  rather  than  to 
determine  skilled  services  needed  to  justify 
LOC. 

MDs  became  more  involved  through  UR 
committee  activities. 

Facility  morale  rose. 


Total  review  costs  were  less  because 
facility  staff  know  setting  and  patients. 


Disadvantages 

Facility  personnel  turnover  was  very  great, 
necessitating  continuous  PSRO  training. 

Monitoring  was  difficult  to  perform  because 
of  inadequate  documentation. 

MCE  studies  were  inefficient  and  less  bene- 
ficial when  delegated. 

Potential  for  fraud  increased. 


Agreement  or  Disagreement  of  Facilities 


Few  facilities  thought  delegated  review  affected 
quality  of  care.  Facilities  indicated  that  LOC 
decisions  improved  because  of  PSRO  educational 
efforts  and  explanations. 

Facilities  agreed  that  MD  involvement  was  pos- 
itive under  delegation. 

Facility  staffs  did  not  emphasize  positive  effect 
on  morale  and  they  did  not  observe  a  drop  in 
morale  because  of  reversion  to  nondelegated 
review. 

Some  facilities  object  to  high  facility  costs — Vi 
hour  per  review  was  required.  Others  state  facili- 
ties need  to  collect  information  anyway  and  do 
not  resent  costs. 


This  factor  was  not  stressed  by  facilities. 

Facilities  were  skeptical  of  effectiveness  of 
monitoring  effort,  although  they  did  not  perceive 
it  as  burdensome  to  them. 

Facilities  agreed  and  were  glad  to  consign  MCE 
studies  to  PSRO. 

Facilities  denied  "rubber  stamping"  or  conflict 
of  interest. 


it  was  perceived  that  analysis  of  the  forms  should  generate  useful  information 
about  patterns  of  care  within  and  across  facilities. 

The  resulting  form  is  at  a  nice  midpoint  between  the  very  extensive  multipage 
data  collection  forms  developed  by  some  PSROs  and  the  very  minimal  data  collec- 
tion at  other  sites.  (See  Vol.  I,  Chapter  3,  for  a  comparative  discussion  of  forms  and 
criteria.) 

During  the  demonstration,  MFMC  tabulated  the  data  manually  and  developed 
matrices  by  facility  and  community.  Without  automation,  however,  they  were 
unable  to  develop  any  clear  views  of  patterns,  trends,  or  the  relative  utility  of  each 
part  of  the  form  for  identifying  major  patterns  of  care. 

Because  the  review  information  collected  by  MFMC  over  a  period  of  several 
years  had  the  potential  to  increase  the  general  pool  of  information  about  LTC,  we 
keypunched  and  analyzed  some  of  the  data  from  the  Multnomah  review  system. 
(This  substudy  is  described  in  greater  detail  in  Vol.  I,  Chapter  4.) 
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IMPACT 

Impact  on  Utilization 

The  delegated  review  system  that  functioned  under  the  responsibility  of  MFMC 
conducted  UR  for  a  relatively  small  number  of  SNF  patients.  For  example,  between 
July  1,  1977  and  June  30,  1978,  the  period  designated  by  MFMC  as  that  of  the 
demonstration's  greatest  review  activity,  1545  Medicare  patients  and  about  172 
Medicaid  patients  were  reviewed.  Of  course,  multiple  reviews  were  performed  on 
single  patients,  so  that,  counting  both  ARs  and  CSRs,  the  Medicare  patients  re- 
ceived an  average  of  2.4  reviews  each  and  the  Medicaid  patients  received  an 
average  of  4  reviews  each.  Table  6.2  summarizes  the  outcome  of  these  reviews  in 
terms  of  denials  or  reclassifications. 

As  always,  it  is  difficult  to  extrapolate  impact  from  denial  rates,  especially  in 
a  delegated  review  system.  It  does  seem  that  the  CSR  generated  more  denials  than 
the  AR  process.  The  rather  large  discrepancy  between  the  rate  of  referrals  to  the 
UR  committees  and  the  rate  of  denials  is  interesting;  e.g.,  26  percent  of  Medicare 
CSRs  were  referred  to  the  UR  committee,  yet  only  about  half  of  those  were  denied. 
It  is  unclear  whether  these  discrepancies  were  a  function  of  the  inability  of  the 
review  coordinator  to  make  an  accurate  LOC  decision,  the  unwillingness  of  the  UR 
committee  to  terminate  benefits,  or  some  combination.  It  is  important  to  pinpoint 
this  as  much  as  possible  because  of  the  reliance  placed  on  facilities  and  their 
physician  advisors  within  a  delegated  review  system. 

MFMC  records  are  sufficiently  detailed  to  be  suggestive.  For  each  of  the  13 
facilities  whose  statistics  contributed  to  the  overall  figures,  facility-specific  informa- 
tion is  given  in  Table  6.3.  In  9  of  the  13  homes  there  were  three  or  fewer  termina- 
tions; thus  5  facilities  accounted  for  84  percent  of  the  admission  denials  and  CSR 


Table  6.2 


Results  of  Utilization  Review 
July  1977-June  1978 


Type  of  Review 

Number  of 
Reviews 

Number  of 
Referrals  to 
UR  Committee 

Number  of 
Denials 

Referral 
Rate  per 
100  Reviews 

Denial 
Rate  per 
100  Reviews 

Admission 

Medicare 

1545 

33 

3 

2.1 

.2 

Medicaid 

184 

14 

1 

7.6 

.5 

Total  AR 

1792 

47 

4 

2.6 

.2 

Continued  Stay 

Medicare 

2238 

589 

284 

26.3 

12.7 

Medicaid 

512 

98 

53 

19.4 

10.4 

Total  CSR 

2750 

687 

337 

25 

12.2 

Total 

4542 

734 

341 

16.2 

7.5 

Number  of  denials  includes  those  voluntarily  discharged  by  the  attending  physician  and  those 
terminated  by  the  UR  committee. 
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Table  6.3 

Facility-Specific  Information  from  Multnomah  Review  System 
July  1,  1977-June  30,  1978 


Facility  Code 


Type  of  Information 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

Total  admission  reviews 

129 

241 

156 

149 

120 

84 

128 

88 

25 

95 

302 

107 

91 

Admission  denials* 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

1 

0 

0 

Total  continued  stay  review 

353 

575 

307 

476 

40 

178 

68 

199 

54 

301 

608 

43 

186 

Continued  stay  review  terminations* 

11 

13 

2 

2 

2 

2 

12 

0 

0 

0 

11 

10 

3 

Percent  error  tallyt 

20 

20 

12 

15 

7 

6 

13 

10 

1 

1 

13 

86 

10 

Turnover  (number  of  times): 

Administrators 

0 

0 

1 

3 

1 

0 

0 

0 

1 

0 

3 

0 

0 

SNF  coordinator 

2 

5 

1 

2 

1 

0 

0 

0 

0 

0 

2 

0 

0 

Director  of  Nurses 

2 

1 

1 

2 

1 

1 

1 

0 

3 

0 

2 

1 

0 

Score  for  UR  performancett 

10 

7 

9 

9 

14 

15 

12 

7 

14 

12 

15 

9 

12 

Refers  only  to  denials  and  terminations  imposed  by  the  UR  Committee  and  does  not  include  those  voluntarily 
discharged  by  the  attending  physician. 

tError  tally  refers  to  percentage  of  incomplete  or  incorrect  data  forms  identified  during  100  percent  MFMC 
accuracy  check. 

tt  A  rating  made  by  MFMC  on  four  factors:  knowledge  of  LOC,  follow-through  on  recommendations,  doc- 
umentation, and  timeliness.  These  four  factors  lead  to  a  composite  score  that  ranged  from  7  to  16:  7  =  poor, 
8  =  fair,  12  =  good,  and  16  =  excellent. 

terminations  recorded  in  the  table.  The  heavy  turnover  of  persons  involved  with 
the  delegated  review  is  one  possible  factor.  The  SNF  coordinator  was  the  person 
designated  to  perform  the  review;  that  person  changed  in  6  facilities  in  the  course 
of  a  year  and  in  four  cases  there  was  more  than  one  change.  Similarly,  the  key 
positions  of  Administrator  and  Director  of  Nursing  also  changed  frequently.  The 
2  facilities  that  had  no  turnover  in  any  of  those  three  positions — i.e.,  Facility  No. 
8  and  No.  13 — also  accounted  for  very  few  denials  or  terminations;  interestingly, 
one  of  those  facilities  also  had  a  low  score  for  performance  of  review. 

Although  turnover  of  reviewers  was  administratively  difficult  for  the  PSRO,  it 
was  not  very  clearly  associated  with  the  rating  the  PSRO  gave  the  facility  for 
performance  of  review  nor  to  the  liklihood  of  adverse  determinations.  Facility- 
specific  patterns  developed.  Some  facilities  generated  many  more  adverse  determi- 
nations than  others,  and  some  facilities  were  perceived  by  the  PSRO  as  performing 
much  better  than  others  in  their  delegated  status;  these  two  factors  were  not 
correlated  either.  Similarly  there  is  no  marked  association  between  accuracy  rate 
and  turnover;  Facility  No.  12,  which  had  little  turnover  and  a  consistent  figure  in 
the  SNF  coordinator,  also  had  an  86  percent  error  rate. 

Impact  on  Quality 

Little  evidence  of  impact  can  be  causally  related  to  PSRO  activity  in  the  ab- 
sence of  pre-PSRO  data  or  controls.  It  would  be  difficult  to  claim  that  the  MCE  study 
program  had  an  impact  on  quality  because  it  was  in  only  a  formative  stage.  Concur- 
rent quality  assurance  was  not  an  emphasis  of  the  delegated  review  program. 

Nevertheless,  MFMC  asserts  that  it  did  have  impact  on  improving  communica- 
tion between  LTC  facilities  and  other  organizations  within  the  community.  Accord- 
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ing  to  the  PSRO,  its  major  positive  effect  on  quality  was  the  improvement  of 
transfer  information  between  acute  care  hospitals  and  LTC  facilities.  The  findings 
of  the  PSRO's  pilot  study  in  PAR  did  not  bear  out  this  contention.  According  to 
MFMC,  however,  the  questionnaire  responses  understate  the  actual  impact  of 
PSRO  review  on  transfer  of  information  because  the  facility  respondents  to  a 
postsurvey  study  perceived  that  positive  impact  in  a  delayed  fashion  after  the 
questionnaires  had  been  completed.  No  later  survey  was  performed  and  the  evi- 
dence supporting  this  impact  is,  therefore,  anecdotal. 


FACILITY  PERSPECTIVE 

The  telephone  interviews  with  11  Multnomah  facilities  showed  mixed  impres- 
sions. The  positive  impacts  as  perceived  by  the  facilities  were  transfer  of  informa- 
tion (54  percent);  quality  of  nursing  care  (36  percent);  relationships  with  other 
organizations  (36  percent);  facility  morale  (27  percent);  and  documentation  (27 
percent).  The  negative  impacts  were  perceived  primarily  in  the  following  areas: 
documentation  (47  percent);  facility  administration  (36  percent);  physician  care  (18 
percent);  facility  morale  (18  percent);  and  participation  of  ancillary  personnel  (18 
percent).  These  responses  reflect  the  additional  paperwork  and  the  administrative 
costs  of  a  delegated  system,  although  they  also  reflect  the  beliefs  of  some  that  such 
a  delegated  system  encouraged  physician  involvement  and  improved  quality.  Four 
of  the  facilities  indicated  that  additional  hours  of  personnel  had  to  be  purchased 
in  order  to  meet  the  PSRO  requirements.  (For  complete  information  about  the' 
facility  perspective  as  shown  by  telephone  interviews  across  all  sites,  see  Vol.  I, 
Chapter  7.) 


CURRENT  SITUATION 

With  the  elimination  of  delegation  as  a  legal  program  option,  MFMC  intro- 
duced a  revised  plan  of  SNF  review.  Under  the  new  formula  implemented  in  July 
1978,  facilities  may  choose  either  Option  A  or  Option  B.  Under  Option  A,  the  SNF 
coordinator  of  a  facility  continues  to  complete  the  UR  form  and,  in  cases  of  ques- 
tions, referral  is  made  to  the  PSRO  physician  advisors  rather  than  to  the  facility 
UR  Committee.  Under  Option  B,  a  PSRO  staff  member  comes  to  the  facility  and 
conducts  the  review. 

After  a  protracted  period  of  negotiation  with  the  state,  MFMC  has  entered  into 
a  6-month  trial  period  for  reviewing  Medicaid  ICF  patients  and  hopes  to  enter  into 
a  binding  review  status  for  ICF  patients.  In  the  coming  months,  MFMC  would  like 
to  give  more  emphasis  to  concurrent  quality  assurance  than  to  LOG  decisions;  the 
PSRO  also  plans  to  conduct  areawide  MCE  studies. 

Presently  MFMC  is  reconsidering  the  utility  of  the  data  collection  form  now 
that  monitoring  of  delegated  review  is  no  longer  a  feature.  They  feel  that  the 
professional  PSRO  review  coordinators  might  be  capable  of  making  a  LOC  deci- 
sion without  the  encumbrance  of  the  data  collection  device. 
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CONCLUSIONS 

The  ability  to  generalize  from  the  Multnomah  demonstration  to  current  condi- 
tions is  severely  hampered  by  the  prohibition  of  delegated  review  in  LTC,  which 
was  the  organizing  feature  of  the  Multnomah  review  system.  During  the  demon- 
stration, MFMC  was  able  to  show  that  delegation  is  feasible,  but  questions  remain 
about  accuracy,  reliability,  and  potential  conflicts  of  interest.  Although  it  is  an 
attractive  theoretical  notion,  our  interviews  do  not  support  the  contention  that  the 
responsibility  of  delegation  resulted  in  enhanced  morale  among  LTC  facility  staff. 
To  the  extent  that  delegation  was  workable  in  the  Multnomah  area,  its  success  was 
probably  a  result  of  the  small  size  of  the  PSRO  region,  the  small  number  of  SNFs 
in  the  program,  the  familiarity  of  the  PSRO  with  those  facilities,  and  the  PSRO's 
frequent  contacts  with  them.  One  would  not  expect  the  same  success  in  a  more 
populous  or  more  geographically,  dispersed  area. 

The  Multnomah  PSRO  collected  longitudinal  data,  which  is  analyzed  in  Vol.  I, 
Chapter  4.  With  the  introduction  of  nondelegated  review,  MFMC  believes  the  data 
collection  form  has  diminished  in  utility  and  is  considering  eliminating  it.  Nonethe- 
less, in  the  view  of  the  Rand  team,  some  similar  form  of  data  abstraction  should 
still  be  useful  for  LOC  decisionmaking  regardless  of  who  is  making  the  determina- 
tion, and  data  collection  is  doubtless  essential  for  quality  assurance  activities, 
including  selection  of  MCE  study  topics  and  decisions  about  focusing  review.  Final- 
ly, it  is  useful  to  be  able  to  draw  conclusions  about  trends  in  LTC  in  an  area.  For 
all  of  these  reasons,  it  is  hoped  that  the  pendulum  at  MFMC  will  not  swing  too  far 
away  from  a  standard  data  collection  procedure  that  addresses  the  variables  al- 
ready included  on  the  current  form. 


Chapter  7 


SAN  JOAQUIN  PROFESSIONAL  STANDARDS  REVIEW 

ORGANIZATION 


SUMMARY 

The  LTC  demonstration  project  conducted  by  the  San  Joaquin  Professional 
Standards  Review  Organization  (SJPSRO)  evolved  from  a  long  history  of  PSRO 
LTC  activity,  a  characteristic  not  shared  by  all  the  other  projects.  Shortly  after  its 
establishment  in  1974,  SJPSRO  took  over  the  LTC  UR  program  that  had  been 
conducted  by  the  San  Joaquin  Medical  Society  since  1966.  In  1975,  SJPSRO  began 
binding  review  of  Medicare  LTC  patients.  Thus  LTC  review  was  well  established 
by  the  beginning  of  the  demonstration  project.  At  that  time,  funding  for  SJPSRO's 
existing  LTC  review  program  was  removed  from  the  regular  PSRO  contract  and 
established  separately  as  one  of  the  demonstration  projects.  Because  of  this  history, 
it  is  difficult  to  distinguish  "regular"  LTC  activities  (those  that  would  have  occurred 
in  the  absence  of  the  demonstration)  from  "demonstration"  LTC  activities  (those 
that  would  not  have  occurred  in  the  absence  of  the  demonstration). 

The  project  emphasized  development  of  coordination  with  the  state  govern- 
ment in  preparation  for  eventual  binding  review  of  Medicaid  (called  Medi-Cal  in 
California)  LTC  patients,  as  well  as  coordination  with  the  state's  facility  licensure 
agency  to  reduce  redundant  facility  inspection  activities.  (Achievement  of  binding 
Medicaid  review  was  not  a  specific  project  goal,  although  like  most  other  condition- 
al PSROs,  SJPSRO  had  been  working  toward  negotiation  of  an  MOU  for  Medicaid 
review  as  a  general  organizational  goal  and  continued  to  work  in  that  direction 
during  the  demonstration  period.) 

An  important  feature  of  the  demonstration  was  its  emphasis  on  development 
of  methods  for  quality  assurance  activities.  As  part  of  the  demonstration,  the  PSRO 
constructed  a  checklist-style  set  of  explicit  process  criteria  for  quality  of  care  and 
developed  detailed  instructions  for  the  application  of  these  criteria.  In  a  special 
study  of  the  impact  of  the  concurrent  quality  assurance  review  program,  the  effect 
of  the  feedback  that  PSRO  reviewers  provided  to  facilities  concerning  deviations 
from  the  criteria  for  quality  of  care  was  tested.  SJPSRO  also  gave  attention  to  the 
MCE  study  method  in  LTC,  developing  a  strategy  for  the  MCE  study  that  took  into 
account  the  characteristic  features  of  LTC  and  that  interfaced  with  both  the  concur- 
rent LTC  review  and  acute  review  systems. 

In  the  utilization  review  area,  SJPSRO  conducted  another  study  that  compared 
the  effectiveness  of  admission  review  performed  at  nursing  homes  with  PAR  per- 
formed as  part  of  the  discharge  planning  process  in  acute  hospitals. 

PROGRAM  DESCRIPTION 
Goals 

Because  of  the  predemonstration  history  of  PSRO  LTC  review  activities,  goals 
set  for  the  demonstration  could  be  viewed  as  reflecting  anticipated  milestones  in 
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an  already-established  program.  In  addition,  however,  a  number  of  special  projects 
were  involved  under  the  demonstration  auspices. 

The  goals  formally  adopted  for  the  demonstration  included  the  following: 

1.  To  demonstrate  the  overall  organizational  structure,  methodologies, 
staffing,  administration,  and  dynamics  of  LTC  review  as  a  component 
within  the  overall  SJPSRO  review  system. 

2.  To  perform  an  evaluation  study  of  preadmission  certification  versus  con- 
current admission  certification  and  possibly  other  studies. 

3.  To  demonstrate  the  relationships  and  interaction  between  SJPSRO  and 
the  state  medical  review  team  (Licensing  Department)  and  to  coordinate 
with  IPR  requirements  by  means  of  greater  involvement  of  SJPSRO  in 
cooperation  with  the  state's  medical  review  team. 

4.  To  participate  in  demonstrations  with  pilot  projects  under  Section  222  of 
PL  92-603  involving  (a)  the  waiver  of  the  requirement  for  a  3-day  acute 
care  hospital  stay  prior  to  Medicare  coverage  for  SNF  care,  and  (b)  an 
expanded  definition  of  "skilled  nursing  care." 

5.  To  make  the  criteria  for  concurrent  quality  assessment  more  explicit. 

6.  To  analyze  the  impact  of  SJPSRO  LTC  review  on  patterns  of  practice. 

While  not  explicitly  identified  as  a  goal  in  the  Demonstration  Project  Final 
Report  (SJPSRO,  1979),  achievement  of  binding  review  of  Medi-Cal  patients  was 
clearly  an  overall  PSRO  objective,  dating  from  before  the  demonstration  period. 
Although  this  implicit  goal  was  not  achieved  during  the  demonstration  period, 
progress  toward  it  was  made,  and  its  achievement  seems  likely. 

The  goals  concerned  with  the  development  of  review  technology  and  perfor- 
mance of  preadmission  and  concurrent  review  studies  were  achieved.  Some  of  the 
other  goals  and  strategies  underwent  revision  because  of  problems  arising  during 
the  demonstration  period.  To  accomplish  Goal  No.  4,  listed  above,  SJPSRO  request- 
ed a  waiver,  under  Section  222  of  PL  92-603,  of  the  requirement  for  a  3-day  acute 
care  hospital  stay  to  qualify  patients  for  SNF  care  and  a  modification  of  the  defini- 
tion of  the  SNF  LOG  to  encompass  both  the  SNF-A  and  SNF-B  levels  recognized 
by  the  Medi-Cal  program.  The  request  for  a  waiver  of  the  3-day  rule  reflected 
SJPSRO's  concern  with  the  relationship  between  acute  care  and  LTC,  and  its  belief 
that  the  3-day  rule  caused  unnecessary  hospitalization  of  patients  who  required  the 
SNF  LOG 

The  request  to  broaden  the  definition  of  the  SNF  level  reflected  belief  that  the 
needs  of  many  patients  fall  between  the  SNF  level  (as  defined  by  Medicare  regula- 
tions) and  the  ICF  level  funded  by  Medicaid.  The  SJPSRO  actually  used  three  levels 
of  care:  SNF-A  (corresponding  to  Medicare  SNF),  SNF-B  (a  skilled  level  of  care  not 
recognized  by  Medicare  but  covered  by  Medi-Cal — skilled  yet  not  as  intensive  as 
SNF-A),  and  ICF  (a  nonskilled  level  expressly  not  covered  by  Medicare).  SJPSRO 
wanted  to  expand  Medicare  coverage  to  selected  patients  at  the  SNF-B  level  (under 
a  Sec.  222  waiver)  in  order  to  assess  the  possibility  that  a  selected  group  of  patients 
who  would  otherwise  be  certified  for  Medicare  SNF  could  be  properly  cared  for  at 
the  less  intensive  SNF-B  level.  Because  neither  of  these  waiver  requests  was 
granted  by  the  Social  Security  Administration,  Goal  No.  4  could  not  be  achieved. 

Achievement  of  increased  cooperation  with  the  state  medical  review  team 
(responsible  for  Medi-Cal  facility  certification  based  largely  on  "structural"  factors) 


63 


remains  a  priority  interest  of  SJPSRO.  During  the  demonstration  years,  however, 
the  PSRO  and  the  nursing  homes  perceived  a  shift  in  the  state  agency's  approach, 
which  came  to  be  viewed  as  increasingly  punitive,  Because  SJPSRO  did  not  feel  it 
advisable  for  the  PSRO  to  be  associated  with  a  policing  approach,  it  decided  to 
pursue  improvement  in  the  structural  aspects  of  quality  of  care  independently  of 
the  state.  As  a  result,  a  program  of  facility  self-assessment  and  "peer  review"  of 
structural  aspects  of  care  was  established,  and  the  Health  Care  Association  of 
California  now  requires  participation  in  the  program  as  a  condition  of  facility 
membership  in  the  SJPSRO  area.  This  program  is  now  managed  by  the  local 
chapter  of  the  Health  Care  Association,  with  technical  assistance  from  SJPSRO. 

Activities 

In  pursuit  of  its  goals,  the  PSRO  explored  the  full  range  of  PSRO  functions  with 
respect  to  LTC  services:  PAR,  AR,  CSR,  CQA,  MCE  studies,  and  profile  develop- 
ment. The  timing  and  scope  of  these  activities  varied.  Table  7.1  shows  a  rough 
outline  of  the  demonstration  activities  and  their  timing. 

SJPSRO  had  developed  LOC  criteria  for  Medicare  review  (SNF-A  level)  prior 
to  the  demonstration.  During  the  demonstration,  SJPSRO  developed  LOC  criteria 
for  Medi-Cal  review  (SNF-B  and  ICF)  and  process  quality  of  care  criteria  for  use 
in  CQA.  All  of  these  were  developed  by  the  LTC  committee  (all  physicians),  with 
staff  input.  The  LOC  criteria  were  closely  tied  to  the  definitions  of  levels  of  care, 
and  therefore  emphasized  the  functional  status  of  the  patient  and  the  need  for 
specific  medical  services.  They  were  not  diagnosis-specific  (although  the  PSRO  had 


Table  7.1 

LTC  Review  Activities  of  SJPSRO 


Activity 

Scope 

Timing 

Binding  review  (Medicare) 

27  facilities 

Predemonstration  (1975) 

Preadmission  study  (comparing  PAR/AR) 

Medicare  patients 

April  1977— December  1977 

Nonbinding  Medicaid  review 

27  facilities 

Begininning  November  1977 

Concurrent  quality  assurance  experiment 

Medi-Cal  and  Medi- 
care patients  in 
15  participating 
facilities 

November  1977— May  1978 

MCE  studies 
Decubitus 

All  Medicare  pa- 
tients in  22 
facilities 

Predemonstration 
(October— December,  1975) 

Unreported  LOC  changes 

All  Medicare  eligible 
admissions  to  23 
facilities 

March  1976 

Stroke 

All  Medi-Cal  and 
Medicare  patients 
in  24  facilities  with 
admitting  diagnosis 
of  stroke 

February— May  1977 
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tried  that  approach  earlier  and  had  abandoned  it),  and  they  did  not  include  length 
of  stay  or  review  interval  guidelines.  Clinical  judgment  was  used  to  assign  review 
intervals  and  to  apply  the  LOC  criteria,  with  special  consideration  given  in  this 
process  to  the  stability  of  the  patient's  condition. 

The  quality  of  care  criteria  used  during  the  demonstration  included  43  items 
in  5  areas:  (1)  admission/transfer  information,  (2)  physician  services,  (3)  nursing 
services,  (4)  pharmacy,  and  (5)  other  (including  diet,  environment,  special  services, 
and  therapies).  Since  the  conclusion  of  the  demonstration,  the  number  of  items  has 
been  condensed  to  20  by  eliminating  those  that  rarely  produced  discrepancies.  An 
MCE  study  on  decubitus  was  completed  in  1975,  prior  to  the  demonstration,  and 
two  MCEs  were  conducted  during  the  demonstration  period.  SJPSRO  considered 
that  the  application  of  the  quality  checklist  resembled  a  continuous  MCE  study,  and 
MCE  studies  developed  on  narrower  topics  were  viewed  as  a  supplement  to  the 
concurrent  quality  assurance  program. 

Although  the  data  system  was  not  automated,  SJPSRO  was  able  to  develop 
profiles  with  manual  techniques.  These  included  profiles  of  denial  rates  by  facility 
and  of  the  extent  of  compliance  with  the  quality  checklist  criteria  by  facility. 


CONTEXT  OF  THE  DEMONSTRATION 

The  San  Joaquin  PSRO  area  includes  four  rural  counties  and  one  Standard 
Metropolitan  Statistical  Area  with  a  total  of  370,000  inhabitants;  the  principal  city 
is  Stockton,  which  has  a  population  of  about  125,000.  There  are  28  LTCs  in  the  area; 
27  are  mixed  and  1  is  an  ICF.  (One  nursing  home  served  private  patients  only, 
leaving  27  in  the  purview  of  the  PSRO.) 

SJPSRO's  LTC  activities  during  the  demonstration  period  were  influenced  by 
a  number  of  factors  related  to  the  PSRO  itself,  the  characteristics  of  the  local  LTC 
industry,  policies  of  the  state  and  federal  government,  and  the  PSRO's  relation- 
ships with  the  local  medical  society. 

Perhaps  most  important  is  the  maturity  already  attained  by  SJPSRO  at  the 
beginning  of  the  demonstration  period,  including  years  of  LTC  review  experience 
and  binding  Medicare  review.  This  factor  alone  sets  the  PSRO  aside  from  all  the 
other  demonstration  sites.  One  result  of  this  history  was  the  PSRO's  emphasis  on 
the  integration  of  acute  care  and  LTC  review,  stemming  from  its  binding  review 
authority  (in  the  case  of  Medicare)  over  both  phases  of  care. 

On  the  basis  of  its  predemonstration  involvement  in  LTC  review,  SJPSRO  had 
developed  a  strong  and  cooperative  relationship  with  the  LTC  facilities  in  the  area. 
As  a  result,  SJPSRO  can  generally  rely  upon  industry  support  for  its  policies.  The 
industry  would  certainly  prefer  that  Medicaid  review  be  conducted  by  the  PSRO 
rather  than  by  the  state.  The  facilities  tend  to  view  the  state  review  process  as 
extremely  unfair  and  subjective,  while  SJPSRO's  efforts  to  develop  objective 
review  criteria  are  viewed  with  favor. 

Another  characteristic  of  the  local  LTC  industry  relevant  to  the  impact  of  PSRO 
review  is  the  extremely  high  overall  occupancy  rates  (generally  above  95  percent) 
found  in  the  facilities.  This  factor  tends  to  reduce  incentives  to  place  a  patient 
unnecessarily  in  an  LTC  facility,  and  often  leads  to  extending  acute  care  stays  to 
wait  for  an  LTC  bed.  On  the  other  hand,  Medi-Cal  reimbursement  levels  are  low 
enough  to  create  an  incentive  to  classify  as  many  patients  as  possible  as  SNF-A  (if 
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eligible  for  benefits  under  Medicare)  in  order  to  receive  Medicare  reimbursement. 
Only  one  facility  in  the  area  is  not  certified  for  Medicare.  Because  almost  all  (26  of 
28)  facilities  are  certified  for  both  Medicare  and  Medi-Cal,  there  is  rarely  a  need 
to  transfer  patients  when  they  are  reclassified  to  a  lower  level.  Nursing  home 
administrators  expressed  the  view  that  financial  viability  depended  on  providing 
three  categories  of  service,  and  that  a  facility  could  not  survive  solely  on  Medi-Cal 
patients. 

Federal  law  now  requires  that  Medicaid  payments  be  made  on  a  basis  related 
to  the  cost  of  providing  services.  Progress  to  date  in  meeting  this  requirement  is 
uneven.  Some  states  comply  fully,  others  have  established  ceilings  for  payments 
that  render  the  cost-based  aspect  of  their  reimbursement  systems  practically 
ineffective,  and  still  others  have  developed  plans  for  cost-based  reimbursement 
but  have  not  yet  implemented  those  plans.  California  is  the  only  state  that  has 
not  yet  even  developed  an  approved  plan  for  establishment  of  cost-based  re- 
imbursement. It  currently  pays  a  fixed  rate  per  patient  per  day  that  depends 
only  on  the  level  of  the  facility. 

Policies  of  the  state  Medicaid  agency  (Medi-Cal)  impinge  on  the  demonstration 
in  a  number  of  ways.  First,  SJPSRO  has  been  negotiating  for  binding  Medi-Cal 
review  from  1976  to  the  present.  No  PSRO  in  the  state  has  been  granted  binding 
review  of  Medi-Cal  LTC  patients,  although  SJPSRO  is  one  of  the  three  PSROs  that 
are  likely  to  receive  that  authority  first.  These  protracted  negotiations  seem  to  be 
based  on  Medi-Cal  reluctance  to  grant  LTC  binding  review  to  a  PSRO  until  it  is  sure 
that  the  PSRO  is  doing  an  acceptable  job  on  acute  care  binding  review.  Medi-Cal 
was  unable  to  judge  acute  care  review  performance  until  the  recent  completion  of 
its  first  monitoring  report.  Three  PSROs  "passed"  the  acute  care  review  monitoring 
evaluation  and  have  expressed  an  interest  in  LTC  binding  review.  They  have  been 
asked  by  Medi-Cal  to  conduct  nonbinding  LTC  review  on  a  pilot  basis  for  6  months, 
after  which  a  decision  will  be  made  as  to  whether  binding  review  should  be  imple- 
mented on  an  annual  renewal  basis. 

Policies  of  the  federal  government  also  affected  the  demonstration.  In  particu- 
lar, the  Bureau  of  Health  Insurance  was  unable  to  grant  the  Section  222  waivers 
described  above  because  of  a  temporary  suspension  of  all  222  waivers.  This  policy 
also  affected  a  number  of  other  projects  in  addition  to  SJPSRO. 

Finally,  one  important  factor  favoring  the  SJPSRO  demonstration  was  strong 
support  by  the  local  medical  profession,  70  percent  of  whom  belong  to  the  PSRO. 


PRIORITIES  AND  PHILOSOPHY 

SJPSRO  approached  LTC  review  as  an  extension  of  its  acute  care  review 
process.  The  PSRO  had  already  begun  to  establish  the  linkage  between  acute  and 
LTC  review  prior  to  the  advent  of  the  demonstration  project.  Not  only  were  the 
same  reviewers  used  in  many  instances  but  the  techniques  employed  tended  to  be 
extrapolations  from  those  developed  for  acute  care  review.  The  emphasis  on  qual- 
ity assurance  was  on  process  measures,  which  were  compared  against  peer-devel- 
oped norms. 

The  PSRO  viewed  itself  as  an  educational  rather  than  a  policing  force.  The 
opportunities  for  frequent  contact  between  review  coordinators  and  nursing  home 
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staff  were  used  to  provide  active  feedback.  The  effectiveness  of  this  feedback  was 
tested  in  a  quasi-experimental  design,  which  was  a  major  undertaking  of  the  dem- 
onstration period.  The  PSRO  also  assisted  the  nursing  homes  in  developing  their 
own  peer  support  program,  another  example  of  the  PSRO  as  advocate  for  rather 
than  adversary  of  the  nursing  home. 


PROCESSES  OF  REVIEW 

Preadmission  Review /Admission  Review 

All  Medicare  and  Medi-Cal  patients  entering  LTC  facilities  from  an  acute  care 
facility  in  the  SJPSRO  area  received  PAR  as  part  of  the  acute  care  discharge 
planning  process.  This  review  was  administered  by  the  acute  care  review  coordina- 
tors and  accounted  for  90  percent  of  all  LTC  Medicare  admissions  to  nursing  homes. 
Covered  patients  entering  from  other  sources  (e.g.,  acute  care  facilities  outside  the 
PSRO  area  or  from  home)  received  AR  in  the  LTC  facility  within  a  few  days  of 
admission.  This  was  normally  done  by  PSRO  review  coordinators  in  the  facility,  but 
might  be  done  by  phone,  especially  in  the  case  of  more  remote  facilities.  At  PAR 
or  AR,  a  LOC  and  an  initial  review  interval  were  assigned.  At  the  initial  review 
interval  time,  the  patient  received  CSR,  and  a  new  review  interval  (and  possibly 
a  different  LOC)  was  assigned. 

These  URs  were  all  based  on  LOC  guidelines,  and  corresponding  data  were 
collected  on  a  "patient  evaluation  sheet"  from  records  and  patient  interviews.  LOC 
decisions  were  the  result  of  professional  judgment  based  on  a  comparison  of  the 
patient  data  with  the  LOC  guidelines.  The  guidelines  were  fairly  specific  and  in- 
cluded lists  of  service  examples,  the  need  for  which  would  qualify  a  patient  for  one 
level  or  another;  the  review  intervals  were  assigned  on  the  basis  of  review  coordina- 
tor judgment  about  the  type  of  patient  care  needed  and  degree  of  patient  stability. 

A  review  coordinator  might  call  upon  the  physician  advisors  for  advice  at  any 
time.  In  the  SJPSRO  review  statistics,  these  occasions  are  labeled  "referred  for 
peer  review,"  but  such  an  occasion  does  not  imply  disagreement  with  the  attending 
physician.  It  merely  indicates  that  the  review  coordinator  asked  for  physician 
advisor  advice. 

Concurrent  Quality  Assessment 

In  its  quasi-experimental  study  of  CQA,  SJPSRO  applied  a  quality  assessment 
checklist,  with  the  43  items  mentioned  earlier,  to  every  Medicare-  or  Medi-Cal- 
covered  patient  in  the  15  participating  facilities  at  specific  points  in  time.  The 
checklists  were  completed  by  the  review  coordinator  on  the  basis  of  records  and 
patient  interviews.  The  experimental  variable  was  the  feedback  offered  by  the 
review  coordinator  on  the  results  of  the  checklist.  The  CQA  experiment  is  discussed 
briefly  under  "Impact"  below  and  in  much  more  detail  in  Vol.  I,  Chapter  5. 

Medical  Care  Evaluation  Studies 

MCE  studies  resembled  epidemiological  studies  in  that  the  PSRO  collected 
information  about  the  incidence  and  prevalence  of  particular  problems  in  LTC.  The 
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decubitus  study  performed  immediately  prior  to  the  demonstration  (and  discussed 
more  fully  in  Vol.  I,  Chapter  6)  involved  a  prospective  approach  that  included  a 
screening  procedure  to  identify  new  cases  of  decubitus  developing  after  admission 
to  the  nursing  home  and  to  distinguish  them  from  decubiti  already  existing  before 
nursing  home  admission.  Through  this  study  SJPSRO  was  able  to  identify  (1)  all 
cases  of  decubitus  that  developed  in  nursing  homes  in  a  3-month  period,  and  (2)  all 
cases  of  pre-existing  decubitus  that  became  exacerbated  in  the  nursing  home.  The 
second  step  was  to  apply  quality  of  care  criteria  to  all  those  cases  "falling  out  of 
the  screen"  and  to  determine  when  poor  care  contributed  to  the  development  or 
exacerbation  of  a  decubitus  ulcer.  The  MCE  study  on  stroke  also  used  a  screening 
procedure  based  on  four  criteria  that  indicated  that  a  rehabilitation  plan  had  been 
developed  and  followed.  In  the  stroke  study,  a  substantial  proportion  of  the  cases 
detected  by  screening  criteria  were  judged  to  be  receiving  deficient  care. 


THE  DATA  SYSTEM 

The  SJPSRO  demonstration  was  conducted  almost  entirely  with  manual  data 
systems.  The  exception  is  the  quality  guideline  data  generated  for  the  special  study 
of  CQA;  these  are  computer  readable.  Profiles  of  denial  rates,  by  facility,  were 
constructed  by  means  of  a  hand-tabulated  analysis. 


IMPACT 

SJPSRO  cites  as  an  accomplishment  of  LTC  preadmission  review  a  25  percent 
decrease  in  Medicare  admissions  to  nursing  homes,  with  a  concomitant  cost  sav- 
ing. It  is  important  to  note,  however,  that  a  large  number  of  Medicare  denials  were 
admitted  to  LTC  anyway,  some  with  Medi-Cal  coverage  for  ICF  care. 

During  the  2-year  period  from  June  1976  to  July  1978,  a  total  of  3849  ARs  were 
performed.  Of  these,  79  percent  were  certified.  The  majority  of  those  not  certified 
were  not  challenged.  Only  0.6  percent  were  denied.  (Denial  is  a  classification  re- 
served for  those  cases  still  not  certified  after  the  physician  or  the  patient  questioned 
the  PSRO  judgment.)  Table  7.2  provides  a  more  detailed  breakdown  of  the  AR 
results  for  the  last  18  months  of  the  demonstration.  Almost  25  percent  of  the 
Medicare  admissions  were  either  not  certified  or  were  denied  (after  the  initial 
judgment  was  challenged),  compared  with  less  than  1  percent  of  the  Medi-Cal 
admissions. 

Two  impact  studies  were  conducted  in  the  SJPSRO  demonstration.  Since  both 
of  them  are  reported  in  more  detail  in  Vol.  I  of  this  report,  they  will  be  mentioned 
only  briefly  here. 

Preadmission  Review  vs.  Admission  Review 

For  Medicare  admissions,  the  PSRO  compared  a  pilot  PAR  program  with  the 
AR  procedures  for  Medicare  admissions  during  the  same  time  period  (April/ 
December  1977).  The  study  pointed  out  that  the  AR  "not  certified"  rate  was  20 
percent  compared  with  24  percent  for  PAR  (not  a  sizeable  difference),  but  those 
receiving  AR  incurred  LTC  costs  before  the  review  was  conducted,  while  those 
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Table  7.2 

LTC  Admission  Review  Statistics  for  18  Months 
April  1977 -September  1978 


Admission  Certification 

Preadmission 

On-Site 

Telephone 

Total 

N 

% 

N 

% 

N 

% 

N 

% 

Straight  Medicare 

i  otai 

1866 

316 

41 

2223 

Certified 

1440 

77 

241 

76 

34 

83 

1715 

77 

Noncertified 

414 

22 

66 

21 

7 

17 

487 

22 

Denied 

-I  o 

1Z 

1 

y 

o 

o 

U 

01 

-1 
1 

Medicare/Medi-Cal  crossover 

Total 

421 

62 

5 

488 

Certified 

294 

70 

48 

77 

2 

40 

344 

70 

Noncertified 

0 

0 

0 

0 

Noncertified  (alternate  certified) 

123 

29 

14 

23 

3 

60 

140 

29 

Denied 

0 

0 

0 

0 

Denied  (alternate  certified) 

4 

1 

0 

0 

4 

1 

Medi-Cal 

Total 

206 

349 

7 

562 

Certified  SNF 

206 

100 

340 

98 

7 

100 

553 

98 

Certified  ICF 

0 

8 

2 

0 

8 

1 

Denied/not  certified 

0 

1 

(*) 

0 

1 

(*) 

SOURCE:  Adapted  from  the  San  Joaquin  PSRO  Demonstration  Project  Final  Report. 
The  decimals  in  the  original  table  have  been  rounded  to  whole  numbers. 

*Less  than  .5  percent. 


receiving  PAR  did  not.  The  generalizability  of  the  study's  results  was  diminished 
because  the  patient  groups  receiving  the  two  types  of  review  were  not  at  all  compar- 
able. Those  receiving  PAR  were  admitted  from  local  acute  care  facilities,  but  those 
receiving  AR  were  admitted  from  an  unspecified  mixture  of  nonlocal  acute  care 
facilities,  other  LTC  facilities,  and  private  homes.  The  study  does  point  out,  how- 
ever, that  the  PAR  process  (while  useful  in  its  own  right)  does  not  obviate  the  need 
for  an  AR  procedure  directed  at  a  different  population. 

Current  Quality  Assurance 

The  impact  of  the  CQA  experiment  on  patterns  of  care  was  assessed  by  an 
outside  consultant  under  contract  to  SJPSRO.  The  Rand  project  staff  has  obtained 
the  data  from  this  experiment  and  has  used  it  to  conduct  further  analyses.  Essen- 
tially the  study  sought  to  determine  the  impact  of  PSRO  quality  assurance  activi- 
ties by  applying  the  SJPSRO  quality  of  care  checklist  and  then  offering  one  of  three 
conditions:  (1)  no  feedback  to  the  facilities,  (2)  regular  feedback,  and  (3)  more 
extensive  feedback.  According  to  the  analysis  performed  by  the  PSRO  consultant 
(Allison-Cooke  and  Ellis,  1979),  the  PSRO's  quality  of  care  improved  in  the  two 
study  groups  and  declined  in  the  control  groups.  (See  Vol.  I,  Chapter  6,  for  a 
detailed  discussion  of  the  San  Joaquin  Study,  specific  findings,  and  further  Rand 
analyses  of  the  data.) 
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FACILITY  PERSPECTIVE 

Telephone  interviews  were  conducted  with  26  San  Joaquin  facilities.  Like 
Charles  River  and  Utah,  San  Joaquin  nursing  homes  attributed  substantial  positive 
impact  to  the  PSRO.  Most  frequent  positive  changes  credited  to  the  PSRO  were 
transfer  of  information  from  acute  hospitals  (58  percent);  documentation  (52  per- 
cent); staff  morale  (35  percent);  physician  care  (35  percent);  quality  of  nursing  care 
(34  percent);  relationships  with  other  organizations  (29  percent);  performance  of 
ancillary  personnel  (23  percent);  and  drug  use  (21  percent).  In  contrast,  perceived 
negative  impacts  were  fewer:  documentation  (24  percent);  staff  morale  (15  percent); 
LOC  changes  (12  percent);  and  quality  of  care  (8  percent).  Of  the  facilities  inter- 
viewed, 22  indicated  that  they  received  feedback  from  the  PSRO  and  20  found  it 
helpful. 

To  a  general  question  about  the  impact  of  PSRO  LTC  review  in  the  overall 
region,  San  Joaquin  respondents  were  more  positive  than  those  at  any  other  site; 
81  percent  indicated  that  the  PSRO's  impact  was  positive  overall,  12  percent  consid- 
ered it  negative,  and  7  percent  were  neutral.  The  positive  reaction  is  even  more 
noteworthy  because  SJPSRO  was  making  binding  decisions  for  Medicare  patients. 
In  forming  their  positive  perceptions,  telephone  respondents  were  possibly  reacting 
not  only  to  the  demonstration  period,  but  also  to  SJPSRO's  longer  history  in  LTC 
review.  (For  more  information  about  the  telephone  interviews  at  all  sites,  see  Vol. 
I,  Chapter  7.) 


CURRENT  SITUATION 

The  SJPSRO  demonstration  represented  a  phase  during  the  evolution  of  LTC 
review  in  that  PSRO.  Activites  during  the  demonstration  period  flowed  from  ear- 
lier activities,  and  demonstration  period  activities  will  contribute  to  future  activi- 
ties. The  CQA  checklist  used  during  the  demonstration  has  been  condensed  for 
continuing  use.  The  nonbinding  Medi-Cal  review  initiated  during  the  demonstra- 
tion will  very  likely  provide  the  basis  for  a  state-sponsored  experimental  review 
process  followed  by  a  binding  review  for  Medi-Cal. 


CONCLUSIONS 

The  SJPSRO  experience  highlights  an  example  of  the  extension  of  activities 
into  the  LTC  arena  with  little  alteration.  There  is  some  evidence  that  in  a  circum- 
scribed region  such  as  San  Joaquin,  it  may  be  possible  to  impact  on  quality  of  care 
without  binding  review  for  Medi-Cal.  Moreover,  SJPSRO  also  demonstrated  that 
it  was  possible  to  conduct  binding  Medicare  review  and  render  adverse  determina- 
tions without  alienating  the  facilities;  the  telephone  interviews  with  facilities  in  the 
PSRO  area  suggest  that  many  facilities  attributed  a  positive  impact  on  the  quality 
of  care  to  the  activities  of  the  PSRO. 
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Chapter  8 

SOUTH  CAROLINA  MEDICAL  CARE  FOUNDATION 


SUMMARY 

The  South  Carolina  Medical  Care  Foundation  (SCMCF)  exemplifies  a  PSRO 
that  moved  rapidly  into  performance  of  binding  review  for  both  Medicare  and 
Medicaid  patients  in  an  entire,  statewide  PSRO  region.  The  SCMCF  presence  has 
been  felt  in  every  LTC  facility  in  the  state,  resulting  in  visible  changes  in  the 
proportions  of  SNF  to  ICF  patients  in  the  region.  Analysis  of  the  SCMCF  experi- 
ence, therefore,  provides  information  about  the  reactions  of  all  interested  parties — 
state,  fiscal  intermediaries,  facilities,  physicians,  patients,  and  the  general  public — 
to  a  vigorous  system  of  PSRO  LTC  review.  Also,  from  SCMCF's  substantial  experi- 
ence with  the  rendering  of  LOC  decisions,  we  can  extrapolate  practical  problems 
with  the  LOC  concept  as  an  organizing  feature  of  service  delivery.  Simultaneously, 
SCMCF  demonstrates  the  strengths  and  limitations  of  an  attempt  to  upgrade  the 
quality  of  care  as  a  by-product  of  a  concurrent  review  system  directed  toward  LOC 
determinations. 

Another  important  feature  of  the  SCMCF  program  is  its  experience  with  the 
MCE  study  in  LTC.  Each  facility  in  South  Carolina  performed  four  MCE  studies 
during  the  course  of  the  demonstration.  From  this  comparatively  extensive  ac- 
cumulation of  MCE  studies,  it  is  possible  to  derive  insights  about  criteria  building, 
MCE  study  strategies,  and  the  impact  of  MCE  studies  as  a  quality  assurance 
mechanism  in  LTC. 


PROGRAM  DESCRIPTION 
Goals 

The  three  major  objectives  of  SCMCF's  demonstration  project  were 

1.  Implementation  of  binding  review  for  Titles  XVIII  and  XIX  in  all  LTC 
facilities. 

2.  Demonstration  of  the  MCE  study  process  and,  particularly,  determination 
of  the  relative  effectiveness  of  an  Interdisciplinary  Audit  Committee  com- 
pared with  that  of  a  committee  of  physicians  in  the  management  of  MCE 
studies. 

3.  Definition  and  development  of  a  minimum  LTC  data  system  capable  of 
generating  profiles  of  patients,  providers,  and  facilities. 

At  the  outset  of  the  demonstration,  facilities  were  permitted  to  apply  for  dele- 
gated status  and  25  facilities  qualified  under  this  option.  Federal  guidelines  against 
delegation  issued  during  the  period,  however,  eliminated  any  plans  of  developing 
a  system  with  delegation  as  a  feature. 
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Activities 

Admission  Review.  Each  facility  designated  an  AR  coordinator,  usually  an 
RN,  with  responsibility  for  determining  whether  the  prospective  patient  met  PSRO 
guidelines  for  the  LOC.  Typically,  information  was  gathered  by  a  telephone  conver- 
sation with  the  referring  hospital.  Facilities  were  motivated  to  perform  this  review 
accurately,  because,  if  they  lost  the  privilege  of  doing  so,  they  would  become 
financially  liable  for  incorrect  admission  decisions.  During  the  demonstration,  the 
quasi-delegated  admission  review  was  binding  until  the  first  PSRO  concurrent 
review. 

Continued  Stay/ Concurrent  Review.  CSR  was  performed  by  PSRO  review 
coordinators  (at  first  both  RNs  and  LPNs,  later  only  RNs)  and  was  the  basis  for  LOC 
decisions.  At  first  the  CSR  cycle  was  performed  for  skilled-care  patients  on  a  cycle 
of  14  days  after  admission,  14  days  later,  and  every  30  days  thereafter  and  for  ICF 
patients,  on  a  cycle  of  30  days  after  admission,  30  days  later,  again  within  30  days, 
and  every  90  days  thereafter.  Experience  with  this  schedule  suggested  that  modifi- 
cations would  be  cost-effective,  resulting  in  a  review  cycle  for  SNF  patients  of 
admission  of  14  days,  14  days,  30  days,  30  days  and  every  90  days  thereafter  and 
for  ICF  patients  on  admission,  30  days,  30  days,  30  days  and  every  6  months 
thereafter. 

LOC  decisions  involved  an  implicit  professional  judgment  based  on  interpreta- 
tion of  federal  guidelines  and  use  of  the  medical  record  as  the  primary  data  source. 
Criteria  for  SNF  were  based  on  the  skill  needed  to  provide  services  (or  to  plan  and 
assess  services)  rather  than  the  quality  of  care  needed;  this  distinction  was  a  point 
of  contention  with  the  state  Health  Care  Association  (the  organization  representing 
nursing  homes  in  the  state).  On  a  pilot  basis  (for  a  preadmission  study),  some  use 
was  made  of  a  scoring  system  with  a  designated  cut-off  point  as  a  minimum  require- 
ment for  skilled  care  (see  Vol.  I,  Chapter  3).  Otherwise,  reviewers  systematically 
examined  patient  care  plans,  progress  notes,  nursing  notes,  and  laboratory  informa- 
tion, using  a  standard  form  on  which  they  recorded  information  about  diagnosis, 
functional  status,  drug  use,  services  needed,  and  services  planned. 

The  LOC  determinations,  furthermore,  were  contingent  on  the  skilled  services 
actually  provided  to  the  patient.  For  a  nursing  home  to  be  reimbursed  at  the  skilled 
level,  a  patient  needed  to  be  receiving  the  service  that  was  deemed  medically 
necessary.  In  the  opinion  of  the  PSRO,  this  factor  had  a  positive  impact  on  quality 
of  care  because  it  ensured  that  patients  actually  received  the  services  they  needed. 
On  the  other  hand,  the  PSRO  also  certified  reimbursement  on  the  basis  of  criteria 
for  medical  necessity  for  each  service,  so  that  there  was  no  incentive  for  a  prolifera- 
tion of  medical  procedures  (e.g.,  urinary  catheters  or  intravenous  feeding)  as  a 
means  of  upgrading  the  patient's  LOC.  In  addition,  the  CSR  contained  a  quality 
assurance  component  because  the  review  coordinators  noted  care  deficiencies,  us- 
ing implicit  criteria  based  on  clinical  judgments,  gave  feedback  to  facilities,  and, 
when  necessary,  referred  quality  of  care  issues  to  physician  advisors  for  peer 
review. 

It  should  be  emphasized  that,  during  the  demonstration,  SCMCF  implemented 
denials  of  care  at  the  SNF  level  only;  a  patient  denied  SNF  care  had  de  facto 
approval  for  ICF  care  if  he/she  were  eligible  for  Medicaid. 
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Medical  Care  Evaluation  Studies.  Each  of  South  Carolina's  135  facili- 
ties were  expected  to  perform  two  MCEs  per  year.  SCMCF  used  the  LTC  com- 
mittee (a  physician  committee)  to  conduct  MCE  studies  in  three  of  the  state's  re- 
gions; an  interdisciplinary  committee,  known  as  the  Regional  Audit  Committee, 
performed  the  MCE  studies  in  Regions  IV  and  V  of  the  state.  This  structure  was 
developed  so  that  deliberate  comparisons  could  be  made  between  criteria,  pro- 
cesses, and  outcomes  in  the  work  of  the  two  committees. 

Topics  for  the  MCE  studies  conducted  on  a  regional  basis  included  decubitus 
ulcers,  PRN  medications  (i.e.,  medications  to  be  taken  as  needed),  admission  notes, 
accidents  and  falls,  hypertension,  diabetes  mellitus,  and  indwelling  catheters.  The 
delegated  facilities  each  performed  two  MCE  studies  annually  on  a  variety  of 
topics;  they  used  the  PSRO  as  a  consultant  and  then  submitted  the  finished  product 
to  the  PSRO.  Rarely  did  the  delegated  facilities  carry  the  MCE  into  the  restudy 
phase. 

The  South  Carolina  MCE  studies  are  discussed  further  below  and  are  also 
treated  in  detail  in  Vol.  I,  Chapter  6. 

Recertification  Hearing  Process.  Because  the  SCMCF  demonstration  was 
making  binding  review  decisions,  and  because  initially  many  of  these  decisions 
were  appealed,  SCMCF  directed  a  substantial  effort  during  the  demonstration 
toward  the  recertification  hearing  process;  recertification  hearings  afforded  an 
appeal  process  as  well  as  an  education  service  for  physicians,  facilities,  and 
patients. 


CONTEXT  OF  THE  DEMONSTRATION 

South  Carolina  is  largely  a  poor,  rural  state;  few  families  can  afford  private 
nursing  home  care.  The  LTC  system  is  bottlenecked  with  individuals  in  institutions 
for  social  reasons.  In  most  parts  of  the  PSRO  region,  home  health  care  is  not 
available  on  a  daily  basis  for  care  below  the  SNF  level.  LTC  placements  have  tended 
to  be  viewed  as  permanent  by  patients,  physicians,  and  families. 

At  the  beginning  of  the  demonstration  period,  South  Carolina  was  facing  a 
situation  in  which  the  state  law  prohibited  an  ICF  patient  from  occupying  an  SNF 
bed.  Because  patients  seldom  had  alternatives  to  nursing  home  care,  a  change  in 
level  might  mean  transfer  to  a  new  facility  in  a  new  community.  The  high  cost  of 
nursing  home  care  under  Medicaid  was  dramatized  by  the  statistic  that  40  percent 
of  the  Medicaid  dollar  was  going  to  3  percent  of  the  Medicaid  eligibles.  Contributing 
to  this  expense  was  the  fact  that  two-thirds  of  the  patients  were  certified  at  the  SNF 
level. 

The  Department  of  Social  Services  (DSS),  itself  under  a  new  administration  in 
1976,  welcomed  the  reassessment  of  LOC  by  the  PSRO.  Binding  review  was  nego- 
tiated with  relative  ease,  and  the  PSRO  enjoys  a  close  working  relationship  with 
DSS.  There  was  more  overlap  (and  potential  for  friction)  with  the  Department  of 
Health  and  Environmental  Planning  because  that  agency  also  had  an  interest  in 
reviewing  the  elements  in  the  patient  care  plan. 

The  SCMCF  demonstration  proceeded  in  a  highly  politicized  atmosphere,  with 
much  initial  opposition  from  the  powerful  state  Health  Care  Association.  The  PSRO 
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LTC  program  has  been  visible  throughout  the  state,  and  staff  strategy  has  been  to 
encourage  public  discussion;  e.g.,  there  have  even  been  television  commercials  to 
explain  PSRO's  function. 


PRIORITIES  AND  PHILOSOPHY 

Once  binding  review  was  achieved,  SCMCF,  based  on  its  recent  experience  with 
the  implementation  of  acute  care  review,  decided  that  it  would  be  most  effective 
to  begin  review  simultaneously  in  all  parts  of  the  state.  The  strategy  was  to  build 
the  system  and  apply  it  uniformly  rather  than  to  demonstrate  it  first  in  a  few  areas. 
Changes  introduced  in  the  system  as  a  result  of  experience  were  also  implemented 
statewide.  SCMCF's  viewpoint  is  that  vigorous  action  diffuses  opposition. 

Philosophically,  SCMCF  is  committed  to  a  medical  record  review  rather  than 
a  hands-on  approach  or  a  bedside  assessment.  The  staff  believe  that  the  latter  is 
impractical  and  that  it  leaves  the  PSRO  open  to  suit.  Reviewers  believe  that  they 
can  indeed  detect  from  the  record  true  problems  in  the  quality  of  care,  because 
consistent  falsification  of  medical  records  is  actually  a  difficult  task.  In  any  event, 
SCMCF  stressed  the  importance  of  the  medical  record  as  a  legal  document  in  its 
in-service  education;  spontaneous  comments  from  the  South  Carolina  nursing 
home  personnel  who  were  interviewed  as  part  of  our  telephone  study  suggested 
that  the  message  was  successfully  imparted  and  that  the  PSRO  did  impress  facili- 
ties with  their  responsibility  for  the  accuracy  of  the  medical  record. 

Another  position  taken  by  SCMCF  during  the  demonstration  period  was  that 
quality  in  the  nursing  home  might  best  be  improved  by  holding  facilities  accounta- 
ble for  the  performance  of  physicians.  Thus  facilities  received  the  MCE  study 
feedback  on  a  facility-by-facility  basis,  and  facility  personnel  most  often  received 
feedback  as  a  result  of  the  concurrent  review.  In  South  Carolina,  as  elsewhere, 
physicians  were  reluctant  to  criticize  other  physicians  except  on  very  clear-cut  and 
potentially  serious  issues. 


PROCESSES  OF  REVIEW 

During  the  demonstration,  SCMCF  tested  a  number  of  processes,  confirming  its 
belief  in  some  and  questioning  others.  The  following  generalizations  can  be 
made: 

1.  SCMCF  became  committed  to  skilled  professional  judgment  as  the  basis 
for  both  quality  assurance  and  LOC  review.  This  was  deemed  preferable 
to  explicit  criteria.  Application  of  implicit  criteria  disqualified  LPNs  as 
reviewers;  indeed  the  brief  experience  with  LPN  reviewers  left  a  residue 
of  resentment  in  facilities.  The  PSRO  staff  now  adhere  to  the  view  that 
reviewers  must  be  nurses  who  will  be  perceived  as  peers  by  facility  nurs- 
ing staff. 

2.  Hands-on  assessment,  as  stated  earlier,  was  deemed  less  useful  or  informa- 
tive than  a  total  record  review.  The  PSRO  preference  was  to  extend  trust 
to  the  facility  regarding  the  integrity  of  the  record  (until  proven  other- 
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wise)  while  at  the  same  time  emphasizing,  through  continual  education, 
the  sanctity  of  the  record  as  a  legal  document. 

3.  SCMCF  studied  the  ability  of  hospital  personnel  to  perform  preadmission 
review.  From  the  experience  of  11  acute  care  hospitals  conducting  pread- 
mission review  for  patients  referred  to  5  facilities,  SCMCF  believes  that 
education  of  acute  care  personnel  is  required  to  make  such  a  procedure 
viable.  Although  final  data  are  not  available,  the  hospital  personnel 
seemed  to  understand  LOG  criteria  less  well  than  the  nursing  home  per- 
sonnel and,  furthermore,  had  no  financial  incentive  to  make  accurate 
preadmission  decisions. 

4.  During  the  demonstration,  the  LTC  committee  was  composed  of  14  physi- 
cians who  were  nominated  by  facilities  and  appointed  on  a  regional  repre- 
sentation basis.  The  facility  nomination  proved  to  be  a  poor  way  of 
selecting  committee  members,  and  the  PSRO  has  subsequently  revised  the 
procedure. 

Unlike  the  other  demonstrations,  the  MCE  study  format  is  relatively  well 
tested  in  South  Carolina.  (At  other  sites,  only  one  or  two  MCE  studies  were  conduct- 
ed during  the  demonstration,  often  involving  only  a  few  facilities  and  sometimes 
not  embracing  a  restudy  phase.)  SCMCF  MCE  studies  embodied  the  following 
practical  principles: 

1.  Results  of  regional  MCEs  were  to  be  prepared  and  disseminated  on  a 
facility-by-facility  basis.  Facilities  were  expected  to  present  findings  to 
their  staffs  and  UR  committees  and  to  acknowledge  receipt  and  planned 
actions  by  letter  to  the  PSRO. 

2.  Standards  for  compliance  were  couched  in  all-or-nothing  terms,  but  record 
auditors  supplied  sufficient  information  about  each  case  so  that  the 
PSRO  committee  could  then  decide  whether  the  percentage  of  com- 
pliance with  each  criterion  was  adequate. 

3.  A  format  was  devised  that  enabled  the  facilities  to  follow  the  logic  of  the 
data  collectors  and  the  committee  in  making  their  determinations.  At  the 
time  of  the  data  collection,  the  audit  assistant  showed  the  facility  the 
case-by-case  summaries  of  the  variations  that  she  had  noted.  After  the 
committee  discussed  the  findings,  the  facility  received  a  copy  of  the  re- 
sults, including  the  committee's  variation  analysis.  (Copies  of  the  abstrac- 
tor's worksheets  were  available  on  request.) 

4.  A  restudy  date  was  set  at  the  time  that  the  initial  study  was  reviewed.  A 
typical  restudy  would  occur  6  months  later,  but  if  the  committee  felt  that 
serious,  life-threatening  deficiencies  had  been  unearthed,  restudy  would 
be  scheduled  much  more  quickly.  Because  of  manpower  costs,  restudy  was 
only  done  on  the  criteria  for  which  deficiencies  were  revealed. 

5.  The  interdisciplinary  principle  for  the  management  of  MCE  studies  was 
endorsed  enthusiastically  on  the  basis  of  a  comparison  between  the  cri- 
teria established  by  the  interdisciplinary  committee  and  those  of  the 
physician  committee.  The  former  tended  to  develop  more  comprehensive 
criteria  for  care  and,  even  when  criteria  were  the  same,  tended  to  apply 
more  stringent  standards  of  performance.  (Any  differences,  of  course,  may 
have  been  a  function  of  how  the  committees  were  selected  and  their 
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particular  composition;  therefore  these  conclusions  should  not  be  general- 
ized to  all  physician  or  multidisciplinary  committees. 

From  the  demonstration  experience,  SCMCF  has  developed  a  vigorous  LOC 
review  system  that  attempts  to  upgrade  quality  and  a  comparatively  well-estab- 
lished MCE  study  program.  SCMCF  sees  advantages  in  establishing  better  linkages 
between  the  two  programs  in  the  future.  For  example,  the  nurses  conducting 
continued  stay/ concurrent  quality  reviews  are  in  a  good  position  to  identify  MCE 
topics  and  to  supply  input  into  criteria-building.  Similarly,  when  deficiencies  in 
patient  care  are  noted  through  an  MCE  study,  this  information  can  be  usefully  sent 
back  to  the  review  nurses,  who  could  then  follow  the  patient's  care. 


THE  DATA  SYSTEM 

Profile  information  was  collected  by  means  of  a  data  abstract  form  completed 
at  admission  and  discharge;  a  new  entry  was  made  each  time  a  patient  entered  an 
acute  care  hospital  and  again  on  reentry  to  an  LTC  facility.  The  data  abstract  was 
kept  relatively  simple;  it  included  diagnosis,  drug  regimens,  prior  residence,  name 
of  physician,  and  nature  of  discharge.  During  the  demonstration,  SCMCF  worked 
to  acquaint  reviewers  with  the  demands  of  data  abstraction  and  to  iron  out  prob- 
lems in  the  system.  The  debate  at  SCMCF  about  whether  the  amount  of  data  and 
the  number  of  collection  points  should  be  increased  is  ongoing,  with  hesitation 
about  collecting  information  for  which  no  use  has  been  clearly  established. 

Profiles  were  not  generated  during  the  demonstration  period,  but  ultimately 
SCMCF  expects  to  be  able  to  display  some  very  basic  information  by  facility  and 
physician. 

SCMCF  took  a  number  of  steps  to  try  to  understand  the  characteristics  of  the 
LTC  population  in  South  Carolina.  In  the  first  demonstration  year,  a  special  study 
of  facilities  was  undertaken;  this  included  a  site  visit  to  all  facilities  and  a  question- 
naire, completed  by  facilities,  that  documented  present  patient  population,  ongoing 
UR  and  quality  assurance  mechanisms,  staffing  patterns,  and  medical  coverage. 
There  were  approximately  9000  LTC  patients  in  the  state  and,  as  mentioned,  two- 
thirds  of  them  were  occupying  skilled  beds.  Unfortunately,  the  PSRO  did  not  tabu- 
late the  facility  data,  although  they  did  file  them  by  facility  to  serve  as  baseline 
information. 

Because  community  alternatives  to  institutional  care  are  underdeveloped  in 
South  Carolina,  the  PSRO  has  been  active  in  an  interagency  task  force  to  develop 
alternatives.  Funded  by  the  governor's  office,  this  task  force  is  currently  undertak- 
ing a  needs  assessment  within  the  state  and,  as  a  prerequisite  of  this  activity,  is 
developing  an  assessment  instrument  suitable  for  identifying  the  needs  of  the 
noninstitutionalized  elderly. 


IMPACT 

Utilization  Review  Impact 

The  implementation  of  AR  and  CSR  reversed  the  proportion  of  SNF  to  ICF  beds 
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in  the  state;  from  two-thirds  SNF  and  one-third  ICF  at  the  beginning  of.  binding 
review,  the  proportions  were  exactly  opposite  at  the  end  of  the  demonstration.  An 
agreement  was  reached  that  rescinded  the  regulation  that  prohibited  an  ICF  pa- 
tient from  occupying  an  SNF  bed  and  all  but  3  SNFs  thereafter  used  a  "swing  bed" 
concept. 

During  the  first  year  of  review  (October  1977-September  1978),  approximately 
850  ARs  and  2125  CSRs  were  performed  for  Medicare  patients  and  over  7000  ARs 
and  50,000  CSRs  were  performed  for  Medicaid  patients.  Patients  may  have  multi- 
ple reviews;  the  total  number  of  patients  involved  was  about  850  Medicare  patients 
and  10,500  Medicaid  patients,  with  some  possibility  of  overlap  between  the  two . 

From  this  volume  of  reviews,  an  average  of  55  denials  or  reclassifications 
occurred  each  month.  Table  8.1  summarizes  the  LOC  determinations  made  during 
the  first  full  year  of  binding  review. 

Table  8.1 

Denials  and  Reclassifications  of  SCFMC 
October  1977-September  1978 

Number 


Medicaid 

Admission  denials   6 

SNF  to  ICF  reclassification   641 

ICF  to  SNF  reclassification   71 

Medicare 

Admission  denials   360 

Termination  of  Medicare*   584 

Termination  of  benefitst   177 


*On  a  technicality;  patient  is  still  certified  for  SNF. 
tTermination  of  benefits;  patient  dropped  to  ICF. 

None  of  the  admission  denials  were  appealed  under  either  Medicare  or  Medi- 
caid. Appeals  figures  for  the  Medicaid  reviews  between  September  1977  and 
December  1978  (note  the  longer  time  frame)  were  as  follows:  Of  1368  patients 
reclassified  from  SNF  to  ICF,  260  (18  percent)  appealed  for  reconsideration,  212 
decisions  were  affirmed  (15  percent  of  total  reclassifications  and  82  percent  of 
appeals),  and  48  decisions  were  modified  or  reversed  (3.5  percent  of  total  and  18 
percent  of  the  appeals).  In  effect,  then,  a  total  of  1320  patients  were  downgraded 
by  the  ICF  LOC.  Whether  the  substantial  shift  in  LOC  resulted  in  a  cost  savings 
for  Medicare  and  Medicaid  is  difficult  to  determine.  One  complicating  factor  is  the 
cost-based  reimbursement  scheme  introduced  during  the  period  of  the  demonstra- 
tion. 

Impact  of  Concurrent  Review  System 

The  SCMCF  program  approached  quality  assurance  in  two  ways:  through  the 
concurrent  review  system  and  through  the  MCE  study  program.  Through  the 
concurrent  review  system,  review  coordinators  were  able  to  identify  care  that  they 
considered  substandard.  Lead  coordinators  gave  immediate  feedback  to  facilities 
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when  it  was  a  nursing  care  problem;  when  it  was  a  medical  care  problem,  it  was 
referred  to  one  of  the  fifty  physician  advisors  throughout  the  state  for  peer  review. 
Information  about  review  coordinator  interventions  was  recorded  in  an  open- 
ended  section  at  the  end  of  the  data-abstracting  form.  This  information  has  never 
been  tabulated  in  any  systematic  way  to  determine  the  kinds  of  interventions  made 
and  their  outcomes  in  terms  of  either  the  individual  patient  or  the  facility. 

Similarly,  Physician  Advisor  Referral  slips  were  completed  for  each  referral  to 
a  PA;  since  review  began,  about  1000  queries  about  quality  have  been  referred  to 
the  PA.  Again,  this  information  has  not  been  analyzed.  The  physician  advisor 
system  is  an  informal  peer  review  mechanism  that  works  somewhat  erratically: 
The  intervention  (usually  a  telephone  call  or  a  conversation)  was  at  the  discretion 
of  the  particular  PA,  and  there  was  no  mechanism  for  formal  management  of 
noncompliance  during  the  demonstration.  The  PSRO  evolved  a  system  of  channel- 
ing all  drug  questions  through  one  knowledgeable  physician,  thus  ensuring  follow- 
through.  In  the  postdemonstration  period,  a  procedure  for  formal  referral  of  in- 
stances of  poor  quality  of  care  in  LTC  to  the  quality  assurance  committee  has 
evolved  to  address  the  physician  advisor  system's  lack  of  clout  even  after  quality 
of  care  deficiencies  are  determined. 

Another  way  the  review  coordinator  attempted  to  influence  quality  was 
through  insistence  that  patient  care  plans  include  discharge  planning.  Here,  as  at 
other  sites,  disagreements  were  with  the  state  Health  Department  (which  is 
charged  with  surveying  medical  records)  regarding  the  location  of  responsibility. 
The  state  did  not  require  as  extensive  a  patient  care  plan  as  the  PSRO  preferred, 
nor  did  it  wish  to  relinquish  the  monitoring  of  patient  care  plans  to  the  PSRO.  The 
PSRO's  approach  requested  that  the  patient  plan  list  problems,  approaches,  and 
expected  outcomes.  Facilities  claimed  to  be  caught  between  inconsistent  require- 
ments, although  it  seems  that  state  requirements  could  be  subsumed  under  PSRO 
criteria  in  this  case. 

Impact  of  MCE  Studies 

The  SCMCF  MCE  study  program  was  well  developed  compared  with  those  of 
other  sites.  To  manage  its  feedback,  correction,  and  restudy,  the  PSRO  tabulated 
results  on  a  facility-by-facility  basis  but  had  never  aggregated  its  MCE  study  data. 
As  part  of  Rand's  overall  assessment  of  the  PSRO  in  LTC,  we  accumulated  and 
analyzed  the  information  from  four  MCE  studies  to  define  better  the  impact  and 
potential  impact  of  the  MCE  study  in  LTC.  This  report  is  detailed  in  Vol.  I,  Chapter 
6. 


FACILITY  PERSPECTIVE 

Because  the  South  Carolina  site  had  one  of  the  more  pervasive  programs 
covering  a  wide  region  (the  Vermont  site  had  another),  the  facilities'  impressions 
about  how  the  SCMCF  program  affected  their  organization  are  interesting.  The 
report  of  the  telephone  interviews  across  regions  is  described  in  detail  in  Vol.  I, 
Chapter  7,  and  here  only  the  major  findings  from  the  South  Carolina  sample  are 
highlighted. 
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South  Carolina  facilities  tended  to  perceive  the  PSRO's  impact  in  negative 
terms.  Of  the  38  telephone  interviews,  21  (55  percent)  of  the  respondents  stated  that 
negative  changes  in  LOC  had  occurred.  This  is  a  recognition  of  the  reversal  that 
the  PSRO  brought  about  in  LOC  distributions;  interestingly,  another  19  percent 
were  either  neutral  about  the  LOC  changes  or  perceived  them  as  positive  (e.g.,  a 
facility  that  preferred  to  have  more  "challenging"  patients  under  the  SNF  label). 
Other  impacts  perceived  as  negative  included  relationships  with  other  organiza- 
tions (55  percent);  facility  administration  and  staff  morale  (both  40  percent);  quality 
of  nursing  care  (22  percent);  physician  care  (16  percent);  and  transfer  of  information 
and  care  of  ancillary  personnel  (both  8  percent). 

Despite  their  tendency  to  have  a  negative  set  toward  the  PSRO,  the  facilities 
still  gave  recognition  to  some  positive  impact  such  as  transfer  of  information  from 
acute  care  settings  (24  percent);  quality  of  nursing  care  (22  percent);  documentation 
(21  percent);  performance  of  ancillary  personnel  (14  percent);  and  staff  morale  (13 
percent).  Of  the  38  facilities  interviewed,  31  indicated  that  they  had  received  feed- 
back from  the  PSRO  about  some  aspect  of  their  care;  24  acknowledged  such  feed- 
back as  helpful,  and  14  were  negative  about  it.  Twelve  respondents  indicated  that 
they  had  been  required  to  add  staff  hours  to  accommodate  the  PSRO  requirements. 
Half  of  the  respondents  indicated  that  the  PSRO's  overall  impact  in  the  area  was 
negative  and  half  compared  the  PSRO  review  system  negatively  with  other  review 
systems  they  had  experienced.  Perhaps  these  reactions  are  the  anticipated  outcome 
of  a  vigorous  PSRO  review  system  that  replaced  a  rather  anemic  review  program. 
(For  further  details  about  all  telephone  interviews  across  sites  and  a  breakdown  of 
circumstances  under  which  facilities  tended  to  be  more  positive,  see  Vol.  I,  Chapter 
7.) 


CURRENT  SITUATION 

The  SCMCF  has  achieved  a  situation  in  which  PSRO  activity  is  very  familiar 
to  the  provider  community  (including  the  physicians);  although  perhaps  not  a 
household  word,  "PSRO"  is  a  familiar  concept  even  to  the  general  public.  The  DSS 
expressed  satisfaction  with  the  initial  performance  of  SCMCF.  The  Health  Care 
Association  raised  a  number  of  concerns;  some  have  been  defused  and  others 
remain  problematic.  A  continuing  problem  involves  Medicare  denials;  the  criteria 
for  Medicare  are  considered  too  harsh,  especially  since  SCMCF  was  unable  to 
protect  facilities  from  retrospective  denials. 

In  this  milieu,  the  PSRO  is  now  moving  ahead  with  application  of  LOC  guide- 
lines for  intermediate  care,  thereby  ending  a  situation  that  prevailed  during  the 
demonstration,  namely  that  declassified  SNF  patients  could  remain  in  ICF  care  if 
funding  could  be  obtained.  This  activity  should  bring  about  new  reactions  in  the 
system,  especially  because  alternatives  to  institutional  care  are  not  well  developed. 

The  PSRO  reviewers  are  currently  developing  explicit  criteria  for  the  quality 
of  care  issues  that  were  implicitly  reviewed  in  the  demonstration.  PSRO  staff  have 
generated  drug  criteria  as  well  as  a  number  of  problem-focused  criteria  modeled 
after  those  of  the  Colorado  Foundation  for  Medical  Care.  In  addition,  they  are 
evolving  criteria  for  the  use  of  continuous  urinary  bladder  irrigation  and  for  in- 
tramuscular medications — these  last  two  items  are  sensitive  because  medical  neces- 
sity for  either  of  these  procedures  justifies  skilled  care.  Making  the  criteria  for 
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"medical  necessity"  for  various  procedures  more  explicit  is  threatening  to  facilities. 
Drafts  of  the  proposed  quality  of  care  criteria  have  been  released  to  facilities  for 
comment.  Initial  comments  have  been  negative;  the  facilities  have  suggested  that 
criteria  are  too  stringent  and  that  the  concerns  overlap  with  the  Health  Depart- 
ment responsibility. 

The  PSRO  and  the  state  Department  of  Health  and  Environmental  Planning 
have  begun  to  coordinate  their  criteria  for  patient  care  planning  and,  along  with 
the  Health  Care  Association,  have  jointly  sponsored  four  workshops  on  patient  care 
planning  that  were  attended  by  facility  personnel. 

A  PAR  program  is  also  in  the  planning  stages. 


CONCLUSIONS 

The  SCMCF  has  demonstrated  an  ability  to  muster  a  complete  review  program 
in  a  relatively  short  time;  it  has  also  demonstrated  that  it  is  possible  to  be  controver- 
sial and  still  survive.  The  program  is  flexible,  and  the  SCMCF  staff  are  continuously 
attempting  to  improve  the  system. 

Among  the  directions  favored  by  the  SCMCF,  the  Rand  assessment  team  would 
endorse  the  following: 

1.  Develop  an  information  system  capable  of  documenting  and  describing 
the  effects  of  the  concurrent  review  system. 

2.  Develop  more  interchange  between  the  concurrent  review  system  and  the 
MCE  study  program;  this  should  result  in  more  targeted  selection  of  top- 
ics, more  stringent  criteria,  and  a  better  feedback  and  correction  mech- 
anism. 

3.  Strengthen  the  interdisciplinary  involvement  in  PSRO  LTC  review  (al- 
ready implemented  in  the  postdemonstration  phase). 

4.  Continue  to  make  the  criteria  for  concurrent  quality  assurance  more  ex- 
plicit. 

5.  Incorporate  additional  psychosocial  criteria  in  ongoing  review  and  MCE 
studies. 

6.  Focus  review,  especially  since  the  futility  of  trying  to  save  money  through 
LOC  determinations  is,  in  most  cases,  apparent. 


Chapter  9 


UTAH  PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION 


SUMMARY 

As  PSROs  go,  the  Utah  PSRO  (UPRO)  has  a  long  history.  First  as  an  EMCRO 
and  then  as  a  statewide  PSRO  (conditionally  designated  in  1974),  Utah  pioneered 
in  the  development  of  explicit,  diagnostic-based  process  criteria  that  were  applied 
to  review  of  both  hospital  and  ambulatory  care.  In  addition,  UPRO  had  developed 
an  innovative,  computerized  procedure  for  profiling  information  about  ambulatory 
care  through  the  abstraction  of  Medicaid  claims  forms,  i.e.,  the  PACE  system.  As 
it  entered  the  LTC  arena,  UPRO  brought  along  its  hallmarks  from  acute  care 
review,  namely,  the  concept  of  explicit,  diagnostic-oriented  process  criteria  and  the 
PACE  system,  and  it  applied  them  to  the  nursing  home  patient. 

The  emphasis  of  the  UPRO  demonstration  was  quality  assurance;  binding 
review  was  not  sought,  and  the  PSRO  limited  itself  to  developmental  work  in  20 
volunteer  facilities  in  the  Salt  Lake  City  area.  The  demonstration  was  further 
limited  to  the  Medicaid  patient,  perceived  by  the  UPRO  staff  as  "the  real  LTC 
patient."  A  prominent  feature  of  the  project  was  an  investigation  of  the  "spin-off 
effects"  of  feedback  in  a  quality  assurance  program;  the  hypothesis  tested  was  that 
feedback  on  the  quality  of  care  regarding  a  given  set  of  patients  would  lead  to 
improvement  of  care,  not  only  of  that  group,  but  of  other  patients  within  the  same 
facility  about  whom  the  provider  received  no  direct  feedback. 


PROGRAM  DESCRIPTION 
Goals 

UPRO  engaged  in  initial  exploration  of  the  needs  of  nursing  home  patients 
prior  to  the  beginning  of  the  project.  On  the  basis  of  these  studies  and  UPRO's 
general  interest  in  developing  quality  assurance  technology  in  LTC,  the  following 
objectives  were  formulated: 

1.  Implement  and  evaluate  a  system  of  concurrent  quality  assurance  based 
on  record  review  and  patient  interviews. 

2.  Investigate  the  "spin-off"  effects  of  PSRO  feedback  to  facility  staff  within 
this  quality  assurance  program,  i.e.,  find  out  whether  nursing  home  staffs 
generalize  feedback  received  about  the  care  of  one  set  of  patients  to  the 
care  they  give  other  patients  about  whom  no  feedback  is  received. 

3.  Apply  UPRO's  PACE  system  to  LTC  quality  assurance. 

4.  Conduct  MCE  studies. 

5.  Provide  inservice  training  sessions  to  nursing  home  staffs. 

6.  Determine  the  accuracy  and  completeness  of  the  existing  state  data  sys- 
tem. 
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7.  Illustrate  alternative  methods  of  interaction  between  the  professional 
review  system  and  components  of  the  patient  care  system  (physicians, 
nursing  staffs,  other  professionals,  and  LTC  administrators). 

The  basic  goals  of  the  demonstration  project  remained  constant,  although  some 
operational  goals  and  emphases  changed  during  the  2-year  period.  Early  in  the 
project,  for  example,  UPRO  modified  its  plan  for  using  state  data,  reaching  a 
decision  that  they  were  neither  accessible  nor  of  sufficient  quality  to  justify  their 
use.  This  was  a  disappointment  because  the  original  hope  was  that  information 
from  the  state  review  system  could  be  used  to  compare  the  20  volunteer  nursing 
homes  in  the  LTC  demonstration  with  the  other  facilities  in  the  region. 

Activities 

In  keeping  with  the  objectives,  the  UPRO  demonstration  did  not  engage  in 
PAR,  AR,  or  any  concurrent  UR.  The  two  activities  of  the  demonstration  were 
concurrent  quality  assurance  review  (with  all  its  attendant  educative  and  feedback 
efforts)  and  MCE  studies.  Concurrent  quality  assurance,  in  turn,  consisted  of  two 
separate  approaches:  (1)  concurrent  review  of  LTC  patients'  records  within  facili- 
ties and  (2)  application  of  the  PACE  system  to  review  segments  of  the  medical  care 
received  by  the  LTC  patient. 

Concurrent  Quality  Assurance:  Record  Review.  PSRO  review  coordina- 
tors visited  20  volunteer  facilities  periodically  and  reviewed  patients'  records 
against  84  guidelines  developed  by  the  PSRO  for  the  processes  of  care.  (UPRO 
prefers  the  term  "guidelines"  to  "criteria"  because  the  former  seems  less  absolute 
and  less  threatening.)  Each  Medicaid  patient  in  the  facility  was  usually  reviewed 
five  times  during  the  course  of  the  project;  about  700  Medicaid  patients  were 
involved.  When  the  comparison  of  the  record  indicated  deviation  from  the  treat- 
ment guidelines  (which  were  geared  to  diagnostic  problems),  the  reviewer  informed 
the  caregiver  of  the  deficiencies.  The  reviewer  also  kept  an  intervention-by-inter- 
vention record  of  these  actions  and  established  a  timeline  for  checking  back  to 
ensure  that  the  problem  had  been  addressed. 

To  test  the  "spin-off"  effects  of  these  interventions,  feedback  was  given  to  only 
about  half  of  the  patients  in  each  facility;  the  remainder  served  as  the  control 
group.  In  addition  to  the  review  coordinator's  interventions,  referral  was  made  to 
the  physician  advisor  for  peer  review  in  cases  of  a  severe  or  persistent  problem.  If 
the  latter  deemed  that  a  problem  existed,  the  physician  was  notified,  usually  by 
letter,  occasionally  by  telephone. 

Adaptation  of  the  PACE  System.  The  second  (or  "automated")  kind  of 
concurrent  quality  review  was  based  on  a  modification  of  the  PACE  system.  The 
PACE  system  had  been  developed  earlier  to  provide  computer-generated  reports 
of  deficiencies  in  the  provision  of  physician  services  under  Medicaid.  Although 
PACE  is  viewed  as  a  system  for  review  of  ambulatory  care,  it  also  addresses 
physician  care  provided  to  institutionalized  patients.  It  is  based  on  Medicaid  billing 
forms,  and  because  Medicaid  (not  Medicare)  pays  for  drugs  for  the  elderly  and 
Medicare  covers  physician  services,  only  guidelines  dealing  with  drugs  could  be 
applied  through  the  PACE  system.  UPRO  eventually  hopes  to  develop  a  "Medicare 
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crossover"  capacity  for  the  PACE  system  so  that  other  physician  behavior  can  be 
monitored. 

Medical  Care  Evaluation  Studies.  UPRO  conducted  three  MCE  studies  dur- 
ing the  demonstration  period.  The  topics  included  (1)  the  completeness  of  physical 
examinations,  (2)  the  monitoring  of  digitalis  therapy,  and  (3)  the  use  of  Class  IV 
drugs.  Only  the  first  topic  was  restudied  during  the  demonstration.  A  fourth  MCE 
topic  addressing  the  issue  of  continuity  of  care  and  the  existence  of  a  physician  for 
each  patient  was  attempted  but  was  discontinued  because  of  methodological  and 
conceptual  problems.  This  attempted  study  was  of  interest  because  it  illustrated  the 
problems  of  developing  realistic  but  appropriate  criteria  for  patient  management. 


CONTEXT  OF  THE  DEMONSTRATION 

Environmental  factors  contributed  both  to  the  positive  attitudes  that  LTC 
facilities  expressed  toward  the  PSRO  and  to  some  of  the  LTC  problems  noted  by 
the  PSRO  as  it  moved  into  LTC  review. 

As  far  as  the  nursing  home  industry  was  concerned,  the  reviews  conducted  by 
the  state  Medicaid  agency  were  viewed  as  unfair.  They  perceived  state  inspectors 
to  vary  their  judgments  significantly  from  one  inspection  to  the  next  in  a  pattern 
reflecting  state  budgetary  policy  rather  than  patient  need.  Thus,  facilities  were 
motivated  a  priori  to  welcome  PSRO  review  as  preferable  to  state  review  and, 
because  the  demonstration  was  billed  as  a  prelude  to  PSRO  assumption  of  binding 
review,  the  facilities  were  predisposed  to  cooperate.  During  the  course  of  the 
demonstration,  this  predisposition  was  largely  reinforced  by  facility  interaction 
with  UPRO.  At  the  end  of  the  demonstration  period,  a  spokesman  for  the  Utah 
Health  Care  Association  drew  a  strong  contrast  between  the  helpful  professional 
conduct  of  UPRO  activities  in  the  facilities  and  the  state  Medicaid  reviews. 

Another  relevant  aspect  of  state  Medicaid  policy  was  the  amount  of  Medicaid 
reimbursement  for  physician  visits  in  LTC  facilities.  The  homes  claimed  that  this 
amount  (approximately  $6  per  visit)  was  so  low  that  physicians  were  reluctant  to 
visit  patients  who  could  not  get  to  the  physician's  office,  especially  when  the  patient 
was  in  a  relatively  remote  facility.  Many  of  the  deficiencies  identified  by  the  demon- 
stration were  related  to  a  low  frequency  of  physician  contact. 

Partly  because  of  the  low  physician  reimbursement  rate,  the  University  Medi- 
cal Center  had  played  an  important  backup  role  by  providing  physician  services 
within  its  clinics.  A  problem  that  was  identified  early  in  the  demonstration  con- 
cerned the  interface  between  the  Medical  Center  and  the  facilities.  The  Medical 
Center  often  declined  to  send  medical  records  to  facilities  on  the  grounds  that  this 
leads  to  loss  of  control  over  management  of  the  patient;  in  contrast,  some  facilities 
maintain  that  the  lack  of  medical  records  impeded  their  ability  to  provide  good 
care,  and  that  return  clinic  appointments  were  scheduled  for  procedures  that  nurs- 
ing home  staff  could  readily  perform  at  less  psychological  cost  and  inconvenience 
to  the  patient. 

There  have  been  few  noninstitutional  alternatives  for  LTC  in  Utah;  but  toward 
the  end  of  the  demonstration,  some  developmental  efforts  were  occurring,  stimulat- 
ed in  part  by  a  $400,000  grant  from  the  state  legislature  to  the  state  Division  of 
Aging.  A  new  private  home  health  agency  has  opened,  augmenting  the  services  of 
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the  Community  Nurse  Association;  although  these  services  are  not  heavily  used  at 
present,  they  would  be  most  inadequate  if  a  widespread  demand  for  home  health 
arose.  During  the  demonstration  one  LTC  facility  established  a  day  care  program 
on  a  trial  basis,  but  it  was  discontinued  for  lack  of  patronage. 

On  the  other  hand,  the  supply  of  LTC  beds  has  steadily  increased  during  the 
demonstration  period,  with  a  corresponding  reduction  in  the  average  occupancy 
rate  (now  78  percent,  but  some  homes  fall  well  below  that  mean).  These  changes 
occurred  in  spite  of  the  closing  of  approximately  40  older  homes  during  the  past 
3  years.  In  fact,  average  occupancy  reached  a  low  of  about  68  percent  and  then 
increased  to  the  current  level  as  more  homes  closed.  Such  an  excess  supply  is  likely 
to  create  financial  incentives  to  keep  the  marginal  patient  institutionalized;  this 
issue  may  partly  explain  the  attitudes  of  facilities  toward  the  state  during  the 
demonstration  and,  if  so,  suggests  potential  problems  for  the  PSRO  when  binding 
review  begins. 

It  is  important  to  allude  to  some  of  the  staffing  problems  experienced  by  UPRO, 
because  any  assessment  of  the  demonstration  must  be  viewed  in  that  context. 
During  the  2  years  there  was  a  heavy  turnover  of  project  staff.  Changes  occurred 
at  the  top  because  of  the  sudden  death  of  a  senior  administrator.  Changes  also 
occurred  at  the  reviewer  level:  nine  different  individuals  occupied  the  three  review- 
er positions  over  the  course  of  the  2  years.  UPRO  experienced  early  problems  with 
recruiting  qualified  and  interested  nurses,  and  when  such  individuals  were  iden- 
tified, they  were  sometimes  hired  away  from  the  PSRO  by  the  nursing  home 
industry.  The  discussion  of  the  UPRO  review  experiment  in  Vol.  I,  Chapter  5, 
acknowledges  that  one  of  the  problems  in  drawing  conclusions  from  the  experiment 
concerns  the  change  of  reviewers  between  the  pre-  and  postmeasures. 


PRIORITIES  AND  PHILOSOPHY 

The  philosophical  stance  of  the  UPRO  program  is  described  as  part  of  the 
cross-site  comparison  in  Vol.  I,  Chapter  3.  Only  the  highlights  are  presented  here. 
As  already  stated,  UPRO  decided  to  emphasize  quality  assurance  and  the  Medicaid 
patient.  (In  retrospect,  UPRO  now  considers  that  the  latter  emphasis  was  incorrect 
because  early  intervention  with  Medicare  patients  may  prevent  them  from  becom- 
ing Medicaid  patients  after  their  Medicare  benefits  expire.)  The  quality  assurance 
thrust  was  directed  toward  the  process  of  care  for  physical  health  problems  and 
toward  drug  use  for  both  physical  and  mental  health  problems.  UPRO  neither 
addressed  the  psychosocial  dimension  of  care  nor  did  it  examine  outcome  measures 
of  quality.  This  restriction  was  intentional  and  reflected  UPRO's  view  that  the  basic 
problem  of  LTC  patients  within  the  purview  of  the  PSRO  is  the  patients'  physical 
health  and  their  medical  care.  This  approach  stands  in  contrast  to  some  of  the  other 
demonstrations,  which,  while  emphasizing  psychosocial  aspects,  nursing  care  plan- 
ning, and  functional  status,  did  not  directly  confront  physician-controlled  practices 
such  as  drug  use,  physician  abandonment,  and  medical  care  for  recognizable  medi- 
cal problems. 

Within  the  parameters  that  UPRO  identified  as  its  legitimate  concern,  con- 
scious efforts  were  made  to  gather  information  systematically  and  to  make  the 
review  system  accountable.  Not  only  did  Utah  undertake  the  experiment  in  feed- 
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back  (described  more  fully  below),  it  also  developed  procedures  whereby  the 
reviewer  systematically  rechecked  patients  to  determine  whether  the  quality  of 
care  recommendations  were  carried  out. 

During  the  demonstration,  UPRO  gave  little  priority  to  developing  a  multidisci- 
plinary  base  for  its  program  development  and  criteria-setting.  The  LTC  committee 
was  composed  of  four  physicians;  an  interdiscipinary  advisory  subgroup  met  with 
the  LTC  committee  on  infrequent  occasions,  but  had  no  clearly  defined  role.  The 
exception  to  this  generalization  is  the  pharmacist  from  this  subcommittee  who 
developed  the  drug  guidelines  for  the  PACE  review. 


PROCESSES  OF  REVIEW 

As  a  result  of  the  demonstration,  the  PSRO  made  a  number  of  generalizations 
about  the  nature  of  LTC  review: 

1.  During  the  demonstration,  the  UPRO  staff  further  subdivided  its  guide- 
lines into  those  related  to  physician  care,  nursing  care,  and  documentation 
deficiencies.  As  the  project  evolved,  the  PSRO  staff  became  convinced  that 
nursing  intervention  is  equally,  and  at  times  more,  important  than  physi- 
cian intervention  in  affecting  the  qualiity  of  LTC.  Guidelines  for  nursing 
care  were  developed  in  areas  such  as  nursing  care  plans  and  the  taking 
of  apical  pulses.  It  was  assumed  that  if  the  PSRO  review  could  make  an 
impact  on  nurses  in  facilities,  they,  in  turn,  could  make  an  impact  on 
physicians  by  raising  questions  at  appropriate  times. 

2.  UPRO  went  through  a  number  of  iterations  of  its  guidelines  in  an  effort 
to  achieve  the  correct  degree  of  stringency;  in  general,  the  guidelines  were 
revised  downward  to  better  reflect  current  practices.  LTC  committee 
members  indicated  that  they  began  over-idealistically  with  guidelines  that 
would  have  generated  an  enormous  number  of  exceptions. 

3.  UPRO  advocates  adding  more  functional  status  items  than  they  consid- 
ered during  the  demonstration.  In  the  postdemonstration  period,  they 
revised  their  form  to  add  to  this  input,  using  the  Charles  River  demonstra- 
tion form  as  a  model. 

4.  As  mentioned  above,  UPRO  revised  its  theoretical  stance  that  the  Medi- 
caid patient  is  the  most  productive  target  of  intervention,  and  it  now  takes 
the  position  that  the  quality  of  care  interventions  may  have  the  greatest 
impact  with  Medicare  patients  who  are  more  likely  to  have  rehabilitation 
potential  and  who  have  not  been  "institutionalized." 

5.  UPRO  advocates  broadening  the  interdisciplinary  base  of  the  LTC  com- 
mittee and  establishing  a  clearer  role  for  nonphysician  professionals. 
Physician  participation  is  still  highly  valued;  during  the  demonstration  it 
was  not  easy  to  find  a  cadre  of  even  four  physicians  willing  to  commit 
themselves  to  LTC  review. 

6.  Through  the  various  activities  of  the  demonstration  project — both  ongo- 
ing review  and  MCE  studies — UPRO  identified  as  major  problems  the  lack 
of  continuity  of  medical  care  and  the  lack  of  clarity  about  which  physician 
is  responsible  for  the  patient. 
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THE  DATA  SYSTEM 

UPRO  took  a  cautious  approach  to  the  development  of  a  data  system,  prefer- 
ring that  the  elements  not  be  proliferated  before  plans  are  made  for  analysis.  Thus, 
data  systems  were  not  a  major  focus  in  the  demonstration  except  for  the  use  of 
PACE  for  a  relatively  restricted  role.  This  may  be  related  to  the  fact  that  major 
modifications  would  have  been  required  in  the  information  system  for  binding 
review,  so  that  extensive  data  system  development  during  the  demonstration 
would  have  been  premature. 

Data  resulting  from  the  record  reviews  conducted  by  the  review  coordinators 
were  analyzed  manually;  McBee  cards  were  used  to  produce  tabulations  of  excep- 
tion rates  by  guidelines  and  facility.  In  contrast,  the  PACE  system  is  an  automated 
data  processing  system  linked  to  the  computerized  claims-processing  procedures  in 
Utah.  The  PACE  system  was  modified  to  tabulate  exceptions  to  certain  LTC  drug 
therapy  guidelines.  Interventions  based  on  PACE  data  differed  in  procedure  from 
those  based  on  concurrent  review  data  in  that  the  exceptions  generated  by  the 
PACE  system  were  reviewed  by  the  PSRO  physician  advisors  and  feedback  almost 
always  took  the  form  of  a  letter  mailed  to  the  prescribing  physician. 


IMPACT 

The  Utah  demonstration  experiment  produced  data  that  described  changes  in 
the  rate  of  exception  to  each  guideline  over  time.  Exception  rates  decreased  over 
time  for  both  the  experimental  and  the  control  group,  i.e.,  for  those  patients  about 
whose  care  the  review  coordinator  had  given  direct  feedback  and  those  for  whom 
no  feedback  had  been  given  and  there  were  no  significant  differences  between  the 
groups.  UPRO  interpreted  this  result  as  lending  support  to  the  hypothesis  that  the 
intervention  system  had  a  positive  impact  that  spilled  over  to  all  Medicaid  patients 
in  the  facility;  however,  an  alternative  explanation  could  be  that  there  was  a  lack 
of  any  demonstrable  experimental  effect.  (A  much  more  detailed  critique  of  the 
methodology  and  findings  of  that  study  appears  in  Vol.  I,  Chapter  5,  where  several 
experiments  with  review  systems  are  discussed  as  a  group.)  In  summary,  because 
the  state  review  system  data  proved  infeasible  to  use  in  defining  an  outside  control 
group,  and  no  other  control  group  could  be  identified,  it  is  impossible  to  assert 
definitively  that  any  decrease  in  exception  rates  in  either  the  group  receiving 
feedback  or  the  comparison  group  was  due  to  the  PSRO  intervention. 

In  addition  to  the  statistics  about  exception  rates  by  facility,  another  source  of 
information  that  can  be  used  to  suggest  impact  is  the  intervention  log  of  the  review 
coordinator  in  which  she  notes  deviations  from  care  guidelines  and  develops  a  plan 
for  correction.  Incorporated  into  this  recording  system  is  a  mechanism  for  review- 
ing the  patient  at  a  later  date  to  determine  whether  the  problem  still  exists. 

We  undertook  a  categorization  and  hand  tabulation  of  these  interventions  and 
their  outcomes.  This  analysis  is  also  presented  in  Vol.  I,  Chapter  5,  in  the  context 
of  the  assessment  of  cumulative  impacts  of  the  projects.  Again  summarizing,  this 
substudy  indicated  that  reviewer  feedback  was  indeed  associated  with  correction 
in  a  substantial  number  of  instances  (full  correction  in  about  50  percent  of  the  cases) 
and  that,  in  the  selected  facilities  we  visited,  the  change  was  independently  cor- 
roborated and  attributed  to  the  PSRO  by  the  facilities.  It  appeared  that  deficiencies 
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in  documentation  and  nursing  care  were  more  amenable  to  correction  by  this 
method  than  physician  care.  Although  causality  cannot  be  attributed  definitely,  we 
consider  this  exploration  important  as  partial  verification  of  the  general  assertion 
that  a  concurrent  review  system  has  a  positive  impact  on  quality  of  care. 

Other  impacts  for  which  there  is  anecdotal  evidence  include  a  general  upgrad- 
ing of  the  transfer  of  information  and  the  documentation  of  care.  The  MCE  study 
on  adequacy  of  physician  examination  uncovered  many  deficiencies  and  also 
showed  that  the  examination  was  more  complete  when  a  form  was  available  for 
recording  the  physical  examination.  The  PSRO  was  therefore  stimulated  to  develop 
a  model  physical  examination  form,  which  it  made  available  to  LTC  facilities 
through  the  Health  Care  Association. 


FACILITY  PERSPECTIVE 

Telephone  interviews  were  conducted  with  15  Utah  facilities.  Like  the  Charles 
River  facilities,  the  Utah  nursing  homes  tended  to  attribute  more  positive  impact 
to  the  PSRO  than  did  facilties  at  most  other  sites.  Areas  of  positive  change  included 
documentation  improvement  (73  percent);  physician  care  (54  percent);  quality  of 
nursing  care  (53  percent);  facility  staff  morale  (33  percent);  drug  use  (20  percent); 
and  transfer  of  information  from  acute  facilities  (20  percent).  Negative  impacts 
attributed  to  the  PSRO  were  as  follows:  two  facilities  (13  percent)  indicated  nega- 
tive impact  on  physician  care,  on  staff  morale,  and  on  patient  mix,  whereas  just  one 
facility  mentioned  detrimental  effects  on  other  areas,  such  as  quality  of  nursing 
care,  documentation,  drug  use,  administration  of  the  home,  and  relationships  with 
other  agencies.  Twelve  facilities  reported  receiving  feedback  and  all  viewed  it  as 
helpful. 

It  is  important  to  note  that  the  Utah  demonstration  worked  with  self-selected 
facilities;  in  fact,  many  of  the  negative  comments  were  generated  by  one  facility 
that  withdrew  from  the  demonstration  project.  Even  so,  it  is  noteworthy  that 
compared  with  facilities  in  other  demonstration  areas,  Utah  facilities  were  the  most 
emphatic  that  the  PSRO  positively  affected  physician  behavior.  The  careful  atten- 
tion to  the  development  of  explicit  process  criteria  for  physician-controlled  proce- 
dures seems  to  have  resulted  in  a  difference  perceptible  to  the  facilities  themselves. 
(For  more  general  information  about  the  telephone  interviews  across  sites,  see  Vol. 
I,  Chapter  7.) 


CURRENT  SITUATION 

Utah  is  currently  preparing  for  binding  review  activities  by  adding  LOC  deter- 
minations to  its  quality  assessment  activities  developed  under  the  demonstration. 
UPRO  has  already  begun  binding  review  for  Medicare  patients  and,  as  of  the 
second  site  visit  in  January  1979,  was  negotiating  for  binding  review  of  Medicaid 
patients  at  the  SNF  level;  ICF  review  will  remain  with  the  state.  Current  progress 
toward  an  MOU  with  the  state  has  been  slowed  by  pending  reorganizations  in  state 
government  and  the  possibility  that  the  relationship  between  the  state  health 
department  and  the  state  Medicaid  agencies  will  be  restructured  entirely. 
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Another  source  of  difficulty  as  the  PSRO  moves  into  UR  for  LTC  lies  in  the 
policies  regarding  state  Medicaid  reimbursement  levels.  Utah  instituted  a  cost- 
based  reimbursement  system  in  July  1976;  the  mechanisms  for  establishing  reim- 
bursement rates  under  this  system  are  poorly  understood  and  have  been  subject 
to  changing  interpretations,  especially  with  a  change  in  state  administration  in 
January  1977.  An  interesting  effect  of  cost-based  reimbursement  in  conjunction 
with  the  changing  age  distribution  of  facilities  has  been  the  differences  in  reim- 
bursement rate  between  old  and  new  facilities  even  when  they  provide  the  same 
LOC.  Currently,  there  are  some  ICF  facilities  receiving  much  higher  rates  than 
some  SNF  facilities.  Consequently,  it  sometimes  happens  that  a  patient  is  down- 
classified  from  SNF  to  ICF  as  a  result  of  Medicaid  review  and  is  forced  to  move  to 
another  facility  that  provides  a  lower  level  of  care  at  a  significantly  higher  cost  to 
Medicaid  than  the  original  SNF  facility.  With  the  advent  of  binding  review,  UPRO 
will  be  forced  to  contend  with  this  problem,  which  is,  understandably,  a  highly 
emotional  one  to  many  LTC  facilities. 


CONCLUSIONS 

The  Utah  demonstration  is  noteworthy  for  its  application  of  explicit  process 
criteria  for  quality  of  care  review,  its  attention  to  medical  care  and  drug  regimens, 
and  its  exploration  of  the  utility  of  feedback  to  facilities  on  the  quality  of  care  they 
are  providing.  The  PSRO  implemented  a  system  of  routine  feedback  to  physicians 
and  tried  to  address  directly  the  lack  of  physician  interest  in  the  LTC  patient.  In 
contrast  to  many  of  the  other  demonstrations,  UPRO  considered  physician  care  to 
be  a  paramount  concern  of  the  PSRO  in  LTC  as  in  other  areas  of  review.  The  LTC 
committee  spent  considerable  effort  in  addressing  the  question  of  how  to  establish 
standards  for  physician  performance  in  LTC  that  would  reflect  a  compromise  be- 
tween the  "norms  of  practice"  (a  PSRO  concept)  in  LTC  and  ideal  expectations  of 
quality.  In  so  doing,  the  PSRO  came  to  grips  with  a  central  issue  in  expanding  PSRO 
concepts  to  the  long-term  care  arena. 

An  innovative  feature  of  the  UPRO  program,  which  was  still  in  the  develop- 
mental stage  during  the  demonstration,  was  the  modification  of  UPRO's  automated 
PACE  system  for  review  of  Medicaid  billing  claims  for  use  in  the  long-term  care 
context. 


Chapter  10 


VERMONT  PROFESSIONAL  STANDARDS  REVIEW 

ORGANIZATION 


SUMMARY 

The  Vermont  PSRO  (VPSRO),  unlike  the  other  demonstration  projects,  began 
LTC  review  not  with  HSQB  support,  but  under  contract  with  the  Vermont  Depart- 
ment of  Social  Welfare  (DSW).  By  March  1977,  VPSRO  was  conducting  medical 
review  (MR)  and  independent  professional  review  (IPR)  in  all  49  Vermont  LTC 
facilities.  The  evaluation  component  for  the  VPSRO  LTC  review  program,  how- 
ever, was  funded  by  the  HSQB  and  involved  a  subcontract  with  the  Hebrew  Reha- 
bilitation Center  for  the  Aged  (HRCA)  in  Boston. 

Having  received  conditional  status  as  a  PSRO  in  1976,  VPSRO  is  a  relatively 
young  organization;  it  began  LTC  review  before  acute  care  review  was  fully  oper- 
ational in  Vermont's  17  hospitals.  Thus,  the  LTC  staff  had  the  added  challenge  of 
introducing  LTC  review  in  an  environment  in  which  physicians  and  hospitals  had 
minimal  exposure  to  the  PSRO  concept.  VPSRO  provides  one  of  the  two  examples 
(South  Carolina  is  the  other)  of  a  demonstration  that  implemented  a  binding  review 
system  across  an  entire  state. 

A  distinguishing  characteristic  of  VPSRO's  program  is  its  development  of  a 
complex  research  and  evaluation  agenda.  The  PSRO  identified  twelve  related  re- 
search questions  that  were  addressed  by  compiling  a  data  base  and  applying  sophis- 
ticated statistical  techniques.  Thus,  simultaneously  with  the  introduction  of  a  state- 
wide operational  program,  VPSRO  also  conducted  ambitious  research.  (At  times 
the  staff  had  difficulty  disentangling  the  operational  activities  from  the  research.) 

VPSRO  considered  that  its  primary  focus  was  quality  assurance  rather  than 
utilization  review;  it  was  also  committed  to  a  multidisciplinary  approach  to  review 
and  gave  strong  cognizance  to  psychosocial  aspects  of  LTC.  Significant  activities  in 
VPSRO's  effort  to  improve  quality  were  (a)  identification  of  "dischargeable"  pa- 
tients among  those  appropriately  placed  at  the  ICF  level  and  (b)  facilitation  of 
discharge  planning  for  this  group  to  community  care  homes  or  their  equivalent. 
These  activities  also  have  relevance  for  utilization  review,  because  concern  for  "the 
least  restrictive  or  costly  alternative"  is  both  a  quality  and  a  utilization  issue. 

The  VPSRO  experience  affords  an  opportunity  to  examine  what  happens  when 
a  PSRO  focuses  on  promoting  discharge  planning  in  a  context  in  which  alternative 
resources  for  LTC  are  known  to  be  scarce.  It  also  provides  an  example  of  a  PSRO 
that  developed  a  large  data  base  and  that  now  faces  questions  about  how  best  to 
make  the  data  system  serve  the  needs  of  the  review  process.  Of  all  the  demonstra- 
tion projects,  VPSRO  has  the  most  comprehensive  data  system  and  the  elements 
contained  on  all  data  collection  forms  (UR,  MR,  IPR)  are  computer  retrievable. 
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PROGRAM  DESCRIPTION 
Goals 

The  initial  goals  when  VPSRO  began  LTC  review  included  the  following: 

1.  Perform  UR,  MR,  and  IPR  for  all  Medicaid  patients  in  all  SNFs  and  ICFs 
in  the  state. 

2.  Develop  criteria  for  admission,  LOC,  length  of  stay  (LOS)  and  discharge. 

3.  Develop  criteria  for  the  management  of  common  problems  of  LTC  pa- 
tients. 

4.  Improve  quality  of  care  through  a  comprehensive  educational  approach 
that  includes:  (a)  increasing  facility  awareness  of  and  commitment  to 
comprehensive  patient  assessment  and  multidisciplinary  total  patient 
care  planning;  (b)  increasing  physicians'  interest  and  involvement  in  LTC 
peer  review  and  their  awareness  of  the  needs  of  LTC  patients;  (c)  conduct- 
ing PCE  studies;  and  (d)  increasing  community,  government,  and  other 
nonphysician  providers'  awareness  of  LTC  patients'  needs. 

5.  Develop  a  demonstration  of  PAR  in  one  of  the  five  areas  of  the  state. 

6.  Conduct  a  statewide  study  by  social  workers  to  establish  a  patient  need 
profile. 

7.  Establish  a  data  base  capable  of  generating  profiles,  focusing  review,  de- 
scribing the  patient  population,  and  tracing  the  movement  of  patients 
through  the  health  care  system. 

Later,  twelve  research  questions  were  articulated,  forming  the  heart  of  the 
VPSRO/HRCA  "evaluation";  providing  answers  to  these  questions  (discussed 
below)  became  part  of  the  demonstration  goals,  although  the  final  data  analysis  was 
not  complete  until  March  1979. 

Activities 

Preadmission  Review.  A  precertification  program  was  just  beginning  on  a 
pilot,  dry-run  basis  in  one  of  Vermont's  five  PSRO  regions  at  the  time  that  the 
demonstration  project  ended.  PAR  proved  difficult  to  implement  on  a  voluntary 
basis,  particularly  because  hospitals  had  recently  implemented  their  acute  UR  and 
were  not  convinced  of  the  benefit  that  preadmission  certification  in  LTC  would  have 
for  them. 

Utilization  Review.  UR  was  performed  on  admission  (AR)  and  every  6 
months  (CSR)  for  all  Medicaid  ICF  patients;  the  schedule  was  more  frequent  for 
Medicaid  SNF  patients.  A  Patient  Assessment  Form  (PAF),  modeled  after  the 
Densen-Jones  form  developed  at  Harvard  (and  also  used  as  the  basis  for  the  Charles 
River  Assessment  Form),  was  used  as  the  data  collection  tool.  VPSRO's  concept  was 
that  completion  of  this  form  would  provide  not  only  the  information  needed  for  a 
LOC  determination,  but  also  a  basis  for  upgrading  facility  patient  assessment  skills; 
form  completion  required  both  medical  record  abstraction  and  patient  observation. 

LOC  criteria  were  based  strictly  on  federal  guidelines.  To  qualify  for  skilled 
care,  the  patient  must  require  skilled  nursing  or  rehabilitation  services  on  a  daily 
basis,  which,  as  a  practical  matter,  could  only  be  provided  on  an  inpatient  basis  in 
a  skilled  nursing  facility.  Total  care  patients  were  not  necessarily  designated  as 
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skilled  patients;  the  need  for  a  large  aggregation  of  unskilled  services  would  not 
alone  qualify  the  patient  for  the  skilled  level  unless  such  services  required  skilled 
monitoring  or  planning.  A  professional  judgment  was  at  the  heart  of  the  LOC 
decision. 

VPSRO  also  made  determinations  to  distinguish  between  ICF  (Level  II)  and 
community  care  homes  (Level  III),  the  latter  not  covered  by  Medicaid;  here,  also, 
the  criteria  were  also  implicit.  Interviews  with  reviewers  did  not  elicit  any  particu- 
lar criteria  for  distinguishing  between  Levels  II  and  III  other  than  a  general  sugges- 
tion that  ambulatory  patients  with  fairly  good  ADL  functions  and  some  degree  of 
mental  orientation  yet  still  requiring  some  daily  care  or  supervision  might  fall  into 
the  Level  III  category.  Generally  speaking,  very  old  individuals  (90+)  would  not  be 
designated  as  Level  III.  VPSRO  is  currently  elaborating  its  criteria  to  differentiate 
between  Levels  II  and  III.  The  VPSRO  nurse  was  the  primary  reviewer,  but  in 
instances  when  she  believed  a  LOC  change  was  indicated,  the  VPSRO  social  worker 
also  performed  a  review  concentrating  on  psychosocial  factors.  The  two  disciplines 
then  reconciled  their  findings  and  brought  them  to  the  physician  advisor  through 
an  Area  Utilization  Review  Committee  (AURC)  mechanism. 

VPSRO's  initial  expectation  was  that  facility  personnel  would  complete  the 
assessment  form,  combining  record  abstraction  and  patient  observation;  it  was 
believed  that  such  a  procedure  would  enhance  the  quality  of  patient  assessment 
and  care  planning,  as  well  as  provide  VPSRO  with  data  for  its  LOC  determinations. 
The  requirement  has  been  a  source  of  continuing  friction  between  VPSRO  and  LTC 
facilities,  and  a  series  of  modifications  have  been  made.  By  the  end  of  the  demon- 
stration, the  six-page  form  had  been  shortened  somewhat;  in  some  cases  it  was 
completed  by  facilities,  but  in  others  it  was  completed  by  the  PSRO  nurse. 

Administratively,  the  state  was  divided  into  five  areas,  each  of  which  had  its 
own  review  team.  Each  review  team  consisted  of  one  or  more  nurses,  a  social 
worker  (who  doubled  on  more  than  one  team),  and  a  consultant  physician  advisor 
who  served  on  a  rotating  basis.  These  individuals  constituted  the  AURC,  which  was 
the  decisionmaking  committee  reviewing  changes  in  LOC  or  quality  problems. 

Medical  Review  and  Independent  Professional  Review.  MR  and  IPR 
were  conducted  by  the  VPSRO  review  teams  at  least  annually.  The  former  was 
performed  by  the  nurse  and  social  worker  and  reviewed  by  the  area  review  physi- 
cian, whereas  the  latter  was  performed  by  the  area  nurse  and  social  worker  under 
physician  supervision.  MR  and  IPR  were  integrated  with  concurrent  review  rather 
than  performed  on  a  "one-shot"  basis.  They  involved  a  total  facility  review,  with 
information  gathered  from  charts  and  cardex,  staff  interviews,  patient  assessment 
forms  (from  the  CSR  process),  patient  interviews  and  observation,  and  observation 
of  the  facility.  The  information  was  organized  on  both  an  individual  patient  and  a 
facility  basis;  the  recommendations  and  conclusions  were  forwarded  to  the  facilities 
involved  and  to  DSW  which,  in  turn,  sent  a  copy  to  the  licensing  agency,  the 
Department  of  Health.  Problems  were  also  discussed  with  facilities. 

Medical  Care  Evaluation  Studies.  During  the  demonstration  period, 
VPSRO  conducted  one  MCE  study  on  adequacy  of  transfer  information  upon  ad- 
mission to  LTC  facilities.  The  restudy  phase  of  this  MCE  did  not  occur  before  the 
demonstration  ended.  An  innovative  feature  of  this  study  was  that  VPSRO  tried 
to  address  the  question  of  whether  adequacy  in  transfer  information  is  related  to 
patient  satisfaction  within  the  LTC  facility  (see  the  discussion  of  research  questions 
below). 
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Special  Studies  As  indicated,  VPSRO  formulated  a  number  of  research  ques- 
tions concerning  the  impact  of  its  review  system  in  general  and  discharge  planning 
in  particular.  Some  of  the  questions  have  been  addressed  by  analysis  of  data  collect- 
ed as  part  of  the  review  system;  others  (e.g.,  discharge  planning  study)  required 
additional,  more  detailed  data  on  a  subset  of  patients. 


CONTEXT  OF  THE  DEMONSTRATION 

The  history  of  the  VPSRO  LTC  review  activity  explains  the  close  working 
relationship  that  exists  between  the  PSRO  and  the  state  DSW.  DSW  was  out  of 
compliance  when  federal  MR  and  IPR  regulations  were  promulgated,  and  it  did  not 
by  itself  have  the  resources  to  develop  the  program.  It  therefore  let  a  request  for 
proposals  and  awarded  the  contract  to  perform  MR  and  IPR  to  VPSRO,  expecting 
that  the  PSRO  would  be  the  best  organization  to  exact  accountability  from  physi- 
cians. The  Vermont  Department  of  Social  Welfare,  as  stated  earlier,  funded 
VPSRO's  LTC  program  during  the  demonstration  years.  In  many  ways,  then,  the 
political  climate  was  most  supportive  for  VPSRO  to  begin  review  of  Medicaid 
patients.  The  Department  of  Health  continued  annual  surveillance  of  nursing 
homes  and,  in  some  areas  of  patient  care  planning  and  patient  care,  the  PSRO 
activity  and  the  Health  Department  surveys  overlapped.  It  became  necessary, 
therefore,  for  VPSRO  and  the  Health  Department  to  develop  collaborative  educa- 
tional efforts  and  to  coordinate  their  activities. 

The  LTC  situation  in  Vermont  is  such  that  skilled  patients,  even  before  the 
beginning  of  VPSRO  review,  made  up  a  small  proportion  of  LTC  patients  under 
Medicaid;  according  to  VPSRO  staff  estimates,  there  might  be  2  to  4  percent  SNF 
patients  in  their  review  system  at  any  time,  or  about  75  patients  a  year.  Thus,  there 
was  no  serious  concern  that  the  SNF  level  was  overused  in  the  state.  Another  factor 
in  the  delivery  system  is  a  network  of  community  care  homes  (Level  III)  licensed 
by  the  Department  of  Social  and  Rehabilitation  Services  and  reimbursable  through 
supplemental  Social  Security  payments  at  a  rate  of  about  $3007month.  Pressures 
to  use  this  alternative  system  were  accelerated  by  the  high  occupancy  rate  in  LTC 
facilities  (90  percent)  and  a  belief  that  there  was  a  concommitant  hospital  overstay 
problem  in  Vermont.  Placement  in  community  care  homes  was  viewed  as  a  way  to 
release  the  logjam.  The  average  community  care  home  had  just  a  few  beds  (3  to  7) 
and  may  have  offered  little  in  the  way  of  restorative  or  recreational  services.  There 
was  some  debate  about  what  kinds  of  patients  could  and  should  be  accommodated 
in  a  community  care  home. 

Almost  from  the  beginning  of  VPSRO's  activities,  LTC  facilities  have  identified 
VPSRO  with  a  movement  to  shift  ICF  patients  to  Level  III  and  require  their 
transfer  to  community  care  homes  or  an  equivalent.  Facilities  objected  to  this 
thrust  because  of  the  financial  implications  and  also  because  they  disagreed  that 
many  current  Level  II  patients  were  suitable  for  Level  III  care.  An  added  issue 
stemmed  from  Vermont's  strict  division  between  eligibility  determination  and  ser- 
vices provision  within  the  state  welfare  structure  (represented  by  two  separate 
departments,  DSW  and  DSRS).  Medicaid  patients  residing  in  nursing  homes  did  not 
have  assigned  DSRS  social  workers  and,  although  technically  eligible  for  services, 
they  were  not  a  priority  group.  Thus  the  burden  of  discharge  planning  and  arrang- 
ing for  Level  III  placements  after  the  PSRO  determined  that  the  patient  was 
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suitable  for  such  a  transfer  tended  to  fall  on  the  nursing  home  social  worker.  In  the 
immediate  postdemonstration  period,  facilities  were  concerned  that,  to  add  insult 
to  injury,  waivers  would  no  longer  be  extended  to  them  during  the  period  required 
to  make  discharge  plans  and  that  they  would  become  financially  liable  for  the 
patient. 

The  nursing  home  industry  in  Vermont  is  well  organized.  The  Vermont  Health 
Care  Association,  with  membership  of  about  three-fourths  of  the  facilities  (includ- 
ing nonprofit  homes),  takes  an  active  interest  in  exploring  alternative  review  sys- 
tems and  has  collected  information  about  PSRO  programs  in  other  states.  A  second 
organized  group  is  the  New  England  Health  Care  Corporation  whose  5  Vermont 
facilities  account  for  perhaps  25  to  30  percent  of  Vermont  nursing  home  beds. 
Currently,  in  the  postdemonstration  period,  spokesmen  for  both  of  these  groups 
express  a  sense  of  alienation  from  the  PSRO  program. 


PRIORITIES  AND  PHILOSOPHY 

VPSRO  did  not  begin  its  review  program  with  an  emphasis  on  cost  containment 
as  a  goal.  Rather,  its  effort  was  to  improve  quality  of  nursing  home  care  and  of  life 
in  the  nursing  home.  It  recognized  that  LOC  decisions  would  have  little  relationship 
to  the  cost  of  care  under  Vermont's  reimbursement  mechanisms  and  considered 
correct  LOC  placement  to  be  a  quality  issue,  i.e.,  those  patients  at  the  skilled-care 
level  would  receive  more  and/or  different  services.  Certainly  the  distinction  be- 
tween Level  II  and  Level  III  does  have  cost  implications  because  a  community  care 
home  is  substantially  less  expensive  than  a  nursing  home;  but  again,  VPSRO's 
interest  was  expressed  in  terms  of  maximizing  the  independence  and  autonomy  of 
each  elderly  individual.  Educational  efforts  were  considered  crucial  as  part  of 
quality-of-care  and  quality -of-life  initiatives. 

In  an  early  survey  of  patients,  VPSRO  identified  about  10  percent  of  Level  II 
patients  who  were  entitled  to  ICF  care  but  could,  in  the  opinion  of  the  reviewers, 
have  been  immediately  managed  in  a  community  care  home.  This  group  of  "dis- 
chargeables"  became  a  focal  point  for  many  of  VPSRO's  efforts  and  special  studies. 
In  fact,  a  disproportionate  amount  of  attention  was  devoted  to  the  10  percent  of 
dischargeable  patients  compared  with  the  90  percent  in  the  remainder. 

VPSRO  reviewers  indicated  that  they  perceived  the  role  of  the  PSRO  to  be 
appropriately  directed  toward  improving  the  "quality  of  life"  in  nursing  homes. 
Although  this  goal  was  expressed  frequently,  VPSRO  (like  other  demonstration 
projects)  had  not  developed  criteria  or  definitions  for  the  concept.  MCE  studies 
were  directed  at  more  concrete  topics;  e.g.,  the  MCE  conducted  during  the  demon- 
stration was  on  the  adequacy  of  transfer  information,  and  the  next  MCE  study 
planned  at  that  time  was  on  discharge  planning.  Another  topic  of  concern  was 
patient  care  planning,  but  this  projected  MCE  became  bogged  down  amid  facility 
objections  and  jurisdictional  issues  with  the  health  department.  Most  recent  MCE 
study  plans,  however,  are  that  the  first  postdemonstration  MCE  will  be  on  the  topic 
of  the  rehabilitation  process. 

The  creative  energies  of  VPSRO  seemed  more  directed  to  issues  relevant  to 
discharge  planning  than  to  study  of  medical  and/or  social  problems  within  the 
nursing  homes,  such  as  decubiti,  drug  use,  and  use  of  restraints,  although  the  latter 
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problems  did  exist  in  LTC  facilities.  This  focus  on  the  dischargeable  patient  was 
shown  by  the  fact  that  detailed  psychosocial  information  was  considered  most 
necessary  when  a  patient  approached  discharge  and  therefore  the  social  worker 
gave  priority  to  routine  assessments  on  all  patients  scheduled  for  review  by  the 
AURC  for  a  LOC  change.  (An  alternative  viewpoint  consistent  with  a  focus  on 
quality  of  life  would  be  to  give  priority  to  the  group  of  patients  expected  to  reside 
permanently  in  an  institution.) 

The  priorities  and  the  philosophical  position  of  the  VPSRO  demonstration 
project  in  terms  of  LTC  review  were  rather  difficult  to  assess  because  of  the  re- 
search and  evaluation  agenda.  Once  the  initial  evaluation  questions  were  formulat- 
ed, the  "evaluation"  almost  had  a  life  of  its  own,  dictating  the  activities  and  the 
priorities  of  the  reviewers  in  the  field,  who  were  required  to  do  much  of  the  data 
collection.  Field  personnel  were  somewhat  ambivalent  about  collecting  so  much 
additional  data  and  the  emphasis  on  discharge  planning  rather  than  on  quality  of 
care  and  "quality  of  life"  interventions.  As  a  result  of  the  demonstration,  VPSRO 
found  itself  raising  basic  questions  about  the  amount  and  type  of  research  that 
should  be  conducted  by  an  operational  program. 


PROCESSES  OF  REVIEW 

During  the  demonstration,  VPSRO  refined  its  review  processes  and  came  to  a 
number  of  conclusions  about  LTC  review,  including  the  following: 

1.  VPSRO  is  committed  to  the  team  concept  in  review  (i.e.,  nurse  as  primary 
reviewer  but  with  strong  social  work  involvement)  and  considers  the  so- 
cial worker's  assessment  to  be  integral  to  the  process.  VPSRO  social  work- 
ers are  not  professional  social  workers  in  the  sense  of  having  either  a 
Master  of  Social  Work  (MSW)  or  a  Bachelor  of  Social  Work  (BSW)  degree; 
all  three,  however,  had  some  experience  as  social  work  designees  in  LTC 
facilities  prior  to  joining  VPSRO.  The  PSRO  expressed  a  preference  for 
social  workers  with  this  background  in  contrast  to  those  with  MSWs  but 
no  LTC  experience. 

2.  VPSRO  believes  firmly  that  there  is  educational  value  in  asking  facilities 
to  complete  the  PAF  and  that  such  a  standardized  assessment  will  up- 
grade the  quality  of  patient  planning  and  care.  Some  facilities  disagree  on 
this  point,  indicating  that  they  could  use  their  own  format  more  effective- 
ly. These  facilities  feel  the  assessment  form  requires  a  tedious  paper  trans- 
fer of  information.  The  point  seems  to  revolve  around  the  degree  of  stan- 
dardization that  should  be  required. 

Both  the  above  points  raise  some  questions  and  dilemmas.  The  hiring  of  social 
workers  without  MSWs  may  have  been  inevitable  in  an  area  that  is  underserved 
by  professionals,  but  other  than  some  recent  consultation  about  formulating  the 
social  work  role  and  some  technical  assistance  from  an  MSW  on  subjects  such  as 
treatment  of  depression,  the  VPSRO  social  workers  have  not  had  much  profes- 
sional social  work  help  in  their  tasks.  Some  nursing  home  staff  members  indicated 
to  the  Rand  site  vistors  that  they  did  not  perceive  the  PSRO  social  workers  as 
capable  of  making  "expert  psychosocial  judgments"  and  therefore  did  not  view 
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them  as  role  models  for  peer  review.  Of  course,  in  other  facilities  the  social  service 
designee  was  herself  so  unskilled  that  the  VPSRO  workers  were  relatively  expert. 
Nevertheless,  it  may  have  been  a  mistake  to  build  a  team  program  without  social 
workers  who  represented  the  best  expertise  of  the  profession.  To  emphasize  the 
lack  of  distinct  credentials  among  the  social  workers  on  the  teams,  the  only  VPSRO 
reviewer  with  a  formal  social  work  degree  was  a  nurse  who  also  had  a  BSW,  but 
her  role  on  the  team  was  that  of  a  nurse.  To  develop  effective  criteria  for  the 
management  of  psychosocial  problems  and  for  improvement  of  "quality  of  life,"  a 
higher  level  of  social  work  skill  may  have  been  required. 

In  commenting  on  the  educational  requirements  most  appropriate  for  a  social 
work  reviewer,  one  must  distinguish  among  a  number  of  PSRO  review-related 
functions,  i.e.,  criteria  development,  analysis  of  exceptions,  provision  of  feedback, 
and  actual  data  collection.  The  first  three  tasks  would  seem  to  require  substantial 
expertise,  whereas  the  data  collection  (especially  with  explicit  criteria)  could  be 
accomplished  by  a  less  sophisticated  practitioner.  The  Vermont  demonstration 
experience  with  social  work  reviewers  highlighted  some  logistical  problems  in 
mounting  a  multidisciplinary  peer  review.  Although  nurse  review  coordinators 
have  become  accepted  collectors  of  data  concerning  compliance  with  physical  care 
criteria  and  physicians  have  developed,  modified,  and  applied  the  criteria,  social 
workers  were  introduced  as  reviewers  with  no  equivalent  superstructure  to  devel- 
op psychosocial  criteria  and  apply  feedback  and  correction  in  the  case  of  non- 
justifiable  exceptions.  The  major  burden  of  the  peer  review  process  fell  directly 
on  the  social  workers  collecting  the  data  in  the  facilities,  although  these  social 
workers  had  minimal  formal  education  in  social  work. 

On  the  issue  of  the  assessment  form,  there  was  a  lack  of  congruence  between 
its  stated  advantage  as  an  aid  in  a  direct  patient  assessment  and  the  facilities' 
assertion  that  it  was  completed  from  records  regardless  of  whether  it  was  filled  out 
by  facility  personnel  or  by  the  PSRO  nurse.  Facility  personnel  perceived  that  they 
were  "doing  PSRO's  work  for  them"  and  they  resented  it. 

There  has  been  very  little  verification  of  the  reliability  of  the  PSRO  reviewers, 
let  alone  examination  of  the  reliability  of  the  PAF  when  completed  by  the  facilities. 
The  VPSRO  LTC  supervisor  reviewed  a  proportion  of  the  PAFs  (especially  initial- 
ly), and  the  Department  of  Social  Welfare  monitored  a  sample  of  reviews,  but  no 
"blind"  monitoring  was  carried  out.  The  team  approach  did  not  address  this  issue 
either,  because  the  social  worker  was  not  blind  to  the  nurses'  responses,  and  did 
not,  in  any  event,  evaluate  all  elements  on  the  form.  Team  conferences  were  held 
to  arrive  at  LOC  decisions  rather  than  to  reconcile  independently  reached  LOC 
determinations.  This  problem  of  achieving  reliable  determinations,  which  is  not 
unique  to  Vermont,  is  important  because  the  PSRO's  LOC  decisions  will  need  to 
stand  up  to  legal  scrutiny. 


THE  DATA  SYSTEM 

In  the  area  of  data  system  development,  VPSRO  has  excelled.  Any  criticisms 
of  the  VPSRO  data  system  should  be  considered  in  the  context  that  few  PSROs  have 
developed  the  information  capacity  in  LTC  that  is  enjoyed  in  Vermont. 
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Profiles 

The  MR  and  IPR  reports  are  issued  regularly;  these  provide  a  facility  profile 
by  each  data  element  and  compliance  with  it  (e.g.,  services  needed  and  met  or 
unmet).  Such  information  can  be  generated  area  wide,  by  region,  or  by  facility. 
VPSRO  has  now  identified  a  problem  with  this  information  system  that  stems  from 
the  validity  of  the  original  reporting  on  which  the  profile  is  based.  The  cumulative 
data  indicate  that  there  are  very  few  patients  in  Vermont  nursing  homes  requiring 
any  kind  of  services  that  they  do  not  receive.  For  example,  the  report  covering  the 
period  of  January  through  June  1978  shows  that  for  15  services  (OT,  PT,  speech 
therapy,  inhalation  therapy,  diets,  restorative  nursing,  bowel  and  bladder  training, 
assistance  with  ADL,  skin  care,  reality  orientation  therapy,  social  service,  recrea- 
tion, psychotherapy,  dental  care,  and  podiatry),  unmet  need  ranged  from  only  3.1 
percent  of  the  patients  for  recreation  to  0  percent  for  OT  or  ADL  help.  These 
findings  contradict  the  observations  of  all  reviewers  and  suggest  some  problems 
with  the  MR/IPR  form.  In  fact,  the  reviewers  frequently  availed  themselves  of  an 
"other"  column  in  which  they  made  comments  about  problems  in  service  delivery. 
Perhaps  part  of  the  reluctance  to  label  facilities  as  not  delivering  a  needed  service 
goes  back  to  the  lack  of  explicit  criteria  to  describe  either  a  need  or  a  service. 

The  PAF  was  automated  and  any  desired  cross-tabulations  can  be  performed 
with  the  data.  VPSRO  had  not  yet  reached  decisions  about  the  best  way  of  display- 
ing and  reporting  the  data  of  the  review  system,  but  it  did  indeed  have  a  very  useful 
capacity  for  generating  information  upon  which  decisions  could  be  made  either  to 
focus  concurrent  review  or  to  perform  MCE  studies  in  specific  areas. 

Information  about  Patients  and  Providers 

In  keeping  with  the  capacity  of  the  system  to  generate  information,  VPSRO 
was  well  informed  about  the  demographic  characteristics  of  the  LTC  patients.  (For 
example,  a  recent  run  indicated  that  20  percent  of  the  patients  are  over  age  90,  a 
fact  with  implications  for  discharge  planning.)  VPSRO  has  pioneered  in  trying  to 
organize  information  about  resources  in  a  useful  form.  In  this  regard,  VPSRO 
completed  a  guide  to  all  community  care  homes  in  the  state  that  has  been  widely 
disseminated.  In  addition  to  the  manual  use  for  this  guide,  VPSRO  offered  a  com- 
puterized service  whereby  a  social  worker  or  planner  could  submit  information 
about  a  patient's  needs  (medical,  geographic,  etc.)  and  receive  a  printout  fisting  the 
facilities  that  meet  those  needs. 

Special  Data  Collection 

VPSRO  identified  12  research  questions  listed  in  Table  10.1.  To  answer  these 
questions,  VPSRO  used  the  information  in  the  PAF,  IPR,  and  MR  and  in  the  record 
of  AURC  decisions  (such  as  denials,  changes  of  level,  etc.);  it  also  collected  addition- 
al information.  In  addition,  the  PSRO  conducted  a  survey  of  physicians  in  the  PSRO 
area,  a  study  of  facility  compliance  with  AURC  recommendations  and  reasons  for 
noncompliance,  and  a  series  of  studies  of  dischargeability.  The  latter  required  an 
extensive  40-page  assessment  of  each  patient  identified  as  dischargeable  on  the 
basis  of  information  collected  on  the  PAF;  this  assessment  was  performed  by  the 
social  worker  and  formed  the  basis  for  a  cluster  analysis  that  differentiated  sub- 
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Table  10.1 
VPSRO  Research  Questions 

1.  What  is  the  apparent  role  of  psychosocial  factors  as  opposed  to  only  physical-medical  factors 
in  distinguishing  between  persons  who,  although  appropriately  placed  in  a  long-term  care 
facility,  could  be  transferred  to  a  community  setting  and  those  requiring  continued  institu- 
tionalization? 

2.  For  appropriately  placed  Level  II  patients,  what  are  the  implicit  criteria,  in  terms  of  the 
multidimensional  characteristics  of  the  long-term  care  patient,  that  influence  the  decision 
to  recommend  a  transfer  to  a  community  care  home?  Are  there  distinct  types  of  patients 
deemed  transferable?  And  if  there  are,  how  are  they  distinct,  both  in  terms  of  their  salient 
characteristics  and  their  associated  service  needs? 

3.  What  is  the  effectiveness  of  a  discharge  planning  program  geared  toward  selected  patients 
who  are  appropriately  placed  at  Level  II  which  uses  as  an  alternative  to  institutional  care  the 
services  provided  by  the  Vermont  Community  Care  Home  system?  Are  the  service  utiliza- 
tion costs  greater  for  those  patients  for  whom  community  placement  was  attempted  than 
for  those  where  no  systematic  attempts  were  made? 

4.  What  proportion  of  new  admissions  to  the  long-term  care  system  that  are  appropriately 
placed  at  Level  II  have  the  capacity  to  be  transferred  to  a  Community  Care  Home  and 
how  are  those  who  could  be  transferred  distributed  across  the  patient  typology? 

5.  What  are  the  apparent  effects  of  the  VPSRO  review  system  on  the  rate  of  placement 
denials,  the  average  length  of  stay  of  nursing  home  patients,  the  rate  of  readmission  of 
nursing  home  patients  to  hospitals,  the  rate  of  nursing  home  discharges  to  the  community 
and  on  shifts  in  the  patient  composition  of  nursing  homes  in  Vermont. 

6.  What  is  the  response  of  nursing  homes  to  the  recommendations  of  additional  services  needed 
for  their  patients  that  emerge  from  the  annual  MR  and  IPR  review  processes? 

7.  What  types  of  issues  are  most  frequently  dealt  with  during  the  Area  Utilization  Review 
Committee  meetings,  and  are  physicians  with  many  patients  more  likely  to  be  the  subject 
of  AURC  discussions?  If  so,  does  their  probability  of  review  decrease  over  time  and  is  there 
a  change  in  the  nature  of  the  reviews  conducted? 

8.  What  are  the  characteristics  of  the  VPSRO  review  physicians?  Are  they  more  likely  to  have 
many  LTC  patients  than  noninvolved  physicians?  And  has  there  been  a  growth  in  physician 
involvement  in  the  AURCs,  both  in  terms  of  the  numbers  of  participating  physicians  and 
the  level  of  time  commitment  of  review  physicians? 

9.  Are  there  differences  between  physicians  caring  for  a  large  number  of  LTC  patients  and 
those  responsible  for  few  such  patients  in  terms  of:  (a)  changes  in  their  patient  manage- 
ment and  care  practices  that  they  feel  occurred  as  a  result  of  VPSRO  LTC  programs,  (b) 
their  knowledge  of  VPSRO  LTC  programs,  and  (c)  their  attitudes  and  reported  behavior 
about  handling  the  problems  associated  with  long-term  institutional  placement  and  quality 
care  delivery? 

10.  Is  the  number  of  AURC  reviews  conducted  on  patients  residing  in  large  facilities  dispro- 
portionately greater  than  the  number  of  reviews  conducted  on  patients  residing  in  smaller 
facilities?  Is  there  a  shift  or  reduction  in  this  disproportionality  over  time  (i.e.,  are  facilities 
in  which  patients  are  more  likely  to  be  reviewed  improving  over  time)? 

11.  Is  there  a  relationship  between  the  accuracy  of  the  patient's  record  at  admission  to  a  nurs- 
ing home  and  the  patient's  satisfaction  with  the  facility?  If  yes,  does  an  improvement  in 
the  completeness  of  records  appear  to  result  in  a  concomitant  improvement  in  patient 
satisfaction? 

12.  Are  there  different  unit  costs  associated  with  the  review  activities  conducted  by  the  VPSRO 
including  AR,  CSR,  the  various  AURC  Committees  and  their  activities,  the  conduct  of  MR 
and  IPR  and  PCE  studies? 


98 


groups  among  the  dischargeables.  The  Vermont  research  questions  are  discussed 
in  more  detail  in  Vol.  I,  Chapter  6;  here  they  will  be  alluded  to  briefly  in  relation 
to  different  aspects  of  assessing  impact.  A  six-item  patient  satisfaction  question- 
naire was  also  administered  to  all  patients  whose  records  were  reviewed  for  the 
MCE  study  on  adequacy  of  transfer  information.  These  data  collection  efforts  de- 
pended largely  on  the  regular  review  staff  of  nurses  and  social  workers.  In  the 
course  of  2  years,  VPSRO  collected  an  unusual  amount  of  information  from  pro- 
viders and  patients,  especially  that  subset  of  patients  judged  to  be  dischargeable. 

The  same  group  were  the  subject  of  a  discharge  planning  experiment  and 
received  a  lengthy  posttest  interview  at  the  conclusion  of  the  experiment;  thus, 
VPSRO  has  access  to  longitudinal  information  about  a  group  of  patients  considered 
dischargeable. 


IMPACT 

Utilization  Impact 

The  denial  rates  for  the  various  types  of  review  for  the  entire  demonstration 
period  between  January  1977  and  October  1978  are  shown  in  Table  10.2. 

From  the  beginning  of  the  review  process  to  the  end  of  the  demonstration 
period,  the  total  denial  rate  was  2  percent.  It  is  interesting  that,  despite  the  very 
small  proportion  of  SNF  Medicaid  patients,  the  largest  proportion  of  denials  was 
for  continued  stay  at  the  SNF  level.  The  relatively  small  proportion  of  denials  at 
Level  II  may  reflect  the  lack  of  community  alternatives  for  the  patients. 

Judging  from  this  table,  it  would  seem  that  the  rate  of  inappropriate  utilization 
in  Vermont  is  rather  low.  In  its  initial  analysis  of  Research  Question  5  (concerning 
the  impact  of  VPSRO  on  utilization),  VPSRO  believes  it  has  demonstrated,  how- 
ever, that  the  denial  rate  has  declined  slightly  for  all  categories  of  review  over  the 
period  that  VPSRO  has  been  reviewing.  In  the  absence  of  any  evidence  that  the 
PSRO  used  less-stringent  criteria  as  the  project  progressed,  such  a  finding  suggests 


Table  10.2 

Denial  Rates,  by  Type  of  Review 
January  1977 -October  1978 


Type  of  Review 

Number  of 
Reviews 

Number  of 
Denials 

Denial  Rate 

(%) 

Admission 

Level  I 

3,488 

21 

0.6 

Level  II 

2.466 

65 

3 

Total 

5,954 

86 

1 

Continued  Stay 

Level  I 

1,222 

114 

9 

Level  II 

7,121 

141 

2 

Total 

8,343 

255 

3 

Total  Reviews 

14,297 

341 

2 

99 


that  admissions  to  LTC  may  have  become  more  appropriate  over  time.  (The  precise 
data  on  this  research  question  were  not  available  in  time  for  inclusion  in  this 
report.) 

The  agency  is,  moreover,  documenting  that  there  are  individuals  appropriately 
placed  at  Level  II  who  would  be  candidates  for  community  care  if  the  resources 
existed.  Interestingly,  the  Health  Systems  Agency  seized  on  VPSRO's  finding  that 
approximately  10  percent  of  LTC  patients  could  be  candidates  for  community  care 
homes  as  grounds  for  proclaiming  a  freeze  on  LTC  beds,  since  "10  percent  of  the 
patients  did  not  belong  in  nursing  homes."  This  interpretation  of  the  VPSRO  work 
fueled  the  controversy  between  the  nursing  home  industry  and  the  PSRO. 

Quality  Impact 

The  1978  Vermont  PSRO  report  contains  a  section  entitled  "Impact  of  LTC 
Review  Activities  in  SNF's  and  ICF's"  that  presents  an  anecdotal  compilation  of 
the  effects  of  the  concurrent  review  system  on  quality  of  care.  The  information  is 
primarily  derived  from  records  kept  by  the  area  review  nurses  and  social  workers 
from  December  1977  until  the  end  of  the  demonstration  period.  The  claim  was  made 
that  documentation  by  nurses  and  physicians  improved  and  that  greater  attention 
was  given  to  patient  care  planning,  rehabilitation  and  restorative  nursing,  dis- 
charge planning,  and  family  involvement  in  LTC  as  a  result  of  PSRO  review. 
Specific  examples  were  given  for  categories  of  providers,  including  nurses,  social 
workers,  physical  therapists,  and  physicians.  The  problem  with  this  kind  of  tabula- 
tion is  that,  without  a  control  group,  it  is  impossible  to  attribute  causality  to  the 
PSRO  for  any  of  the  changes.  Alternative  explanations  could  be  that  the  changes 
came  about  because  of  a  facility's  own  initiative  or  as  a  result  of  Health  Department 
review.  Equally  anecdotally,  Rand  site  visitors  heard  spontaneous  descriptions  of 
some  of  the  improvements  that  the  PSRO  had  cited  as  impacts  of  their  review 
system  (e.g.,  introduction  of  an  occupational  therapist  aide),  but  these  improve- 
ments were  hailed  as  innovations  of  the  particular  nursing  home.  Further,  the  kind 
of  evidence  marshaled  in  an  anecdotal  listing  of  accomplishments  does  not  provide 
a  denominator  of  the  number  and  nature  of  problems  on  which  the  PSRO  attempted 
to  intervene,  but  rather  concentrates  on  the  successes.  Research  Questions  6  and 
7  address  the  impact  of  the  review  system  on  quality  more  comprehensively,  but 
the  analysis  of  responses  to  these  questions  was  not  finished  at  the  time  that  this 
report  was  prepared. 

An  area  in  which  VPSRO  has  as  yet  demonstrated  little  impact  is  that  of 
physician  behavior;  this  theme  was  reiterated  by  facilities,  the  Health  Department, 
the  Social  Welfare  Department,  and  some  PSRO  staff.  This  lack  of  impact  may  arise 
in  part  from  the  infancy  of  the  PSRO  program  in  Vermont  and  in  part  from  the  low 
priority  given  to  development  of  quality  of  care  criteria  for  physician  behavior  and 
to  enforcement  of  these  standards  together.  Physician  consultants  seemed  gener- 
ally reluctant  to  challenge  their  colleagues  regarding  LOC  determinations.  Re- 
search Questions  8  and  9  involve  a  physician  survey  and  an  analysis  of  physician 
behavior.  Preliminary  analysis  of  the  responses  suggests  that  VPSRO  has  not  had 
impact  on  physician  knowledge  or  behavior,  but  again,  the  results  of  these  evalu- 
ation components  were  unavailable  for  this  report. 

The  initial  MCE  study  concerned  the  adequacy  of  transfer  information  from 
hospitals.  This  topic  predictably  met  with  the  approval  of  LTC  facilities  because  it 
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focused  on  behavior  outside  facility  control.  The  sample  included  200  patients  and 
the  criteria  involved  28  items  of  information  that  should  have  been  included  on 
transfer.  In  the  initial  study,  serious  deficiencies  were  shown  in  many  items,  partic- 
ularly those  concerning  documentation  of  prognosis,  allergy  status,  rehabilitation 
potential,  social  history,  requested  LOG,  and  a  history  of  the  onset  of  the  primary 
medical  problems  and  admitting  diagnosis.  Through  Research  Question  11,  VPSRO 
has  been  very  creative  in  going  beyond  this  standard  PCE  format  to  demonstrate 
that  the  deficiencies  have  importance  in  relation  to  patient  satisfaction  on  admis- 
sion. Preliminary  analysis  does  indeed  suggest  that  there  is  a  relationship  between 
the  completeness  of  transfer  documentation  and  the  extent  to  which  the  patient  is 
satisfied  with  the  placement.  Whether  PSRO  was  able  to  improve  transfer  docu- 
mentation and  then,  in  turn,  patient  satisfaction,  awaits  the  results  of  the  restudy. 

Discharge  Impact 

Research  Questions  1  through  4  concern  the  issue  of  dischargeability;  these  are 
discussed  in  Vol.  I,  Chapter  6,  and  are  simply  summarized  here.  The  research  steps 
were  as  follows: 

1.  VPSRO  first  identified  individuals  through  the  regular  review  system 
who,  in  the  opinion  of  the  reviewers,  were  deemed  dischargeable  to  com- 
munity care  homes. 

2.  VPSRO  compared  this  group  of  dischargeables  with  a  control  group  from 
the  remainder  of  the  patients  and,  through  a  discriminant  analysis,  devel- 
oped an  equation  that  correctly  predicted  the  dischargeables  in  70  percent 
of  the  cases. 

3.  Those  deemed  dischargeable  were  restudied  in  greater  depth,  and  clusters 
of  patients  with  similar  characteristics  were  identified  within  the  dis- 
chargeable group. 

4.  Expert  judges  outside  VPSRO  developed  cluster-specific  lists  of  predis- 
charge  and  postdischarge  services. 

5.  An  experiment  was  conducted  to  determine  whether  a  concerted  effort  by 
the  VPSRO  social  workers  to  work  with  facilities  in  effecting  the  discharge 
of  a  random  sample  of  the  dischargeables  would  result  in  greater  dis- 
charge. Those  in  the  experimental  group  were  to  receive  more  services 
and  more  intensive  services.  No  increase  in  discharges  was  produced. 

Clearly  this  research,  performed  in  conjunction  with  HRCA,  required  elaborate 
statistical  techniques;  comments  on  the  methodology  are  contained  in  Vol.  I,  Chap- 
ter 6.  It  should  also  be  noted  that  the  utility  of  the  discriminant  equation,  the  later 
cluster  analyses,  and  the  classification  of  service  requirements  by  cluster  depended 
on  the  correctness  of  the  initial  judgment  used  to  select  the  group  of  dischargeables. 
In  terms  of  impact,  VPSRO  was  not  able  to  demonstrate  an  ability  to  increase 
significantly  the  number  of  discharges  in  the  experimental  sample;  in  fact,  very  few 
discharges  occurred  in  either  group.  Alternative  explanations  for  this  result  are 
considered  in  Vol.  I. 
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FACILITY  PERSPECTIVE 

Like  South  Carolina,  the  Vermont  PSRO  had  binding  statewide  review,  and, 
like  South  Carolina's  facilities,  the  Vermont  facilities  were  rather  negative  about 
the  PSRO  impact.  We  interviewed  27  Vermont  facilities.  Negative  impacts  were 
perceived  in  the  following  areas:  documentation  (59  percent);  staff  morale  (59  per- 
cent); facility  administration  (33  percent);  LOC  changes  (23  percent);  quality  of 
nursing  care  (22  percent);  and  transfer  of  information  (18  percent).  Positive  attribu- 
tions were  fewer  but  included  improved  documentation  (26  percent);  transfer  of 
information  (15  percent);  improved  relationships  with  other  organizations  (15  per- 
cent); and  physician  care  (15  percent).  Of  the  27  facilities  interviewed,  24  recalled 
receiving  feedback  from  the  PSRO,  but  less  than  half  found  it  helpful;  Vermont 
respondents  were  more  negative  than  those  at  any  other  site  about  the  feedback 
they  received,  many  expressing  anger  and  rejecting  the  PSRO's  comments.  To 
accommodate  the  PSRO,  13  facilities  had  added  staff  hours.  (For  more  detail  about 
the  telephone  interviews,  see  Vol.  I,  Chapter  7.) 


CURRENT  SITUATION 

VPSRO,  now  under  contract  with  HSQB  for  its  operational  program,  is  in  the 
trial  period  of  Medicare  review  and  is  also  implementing  a  PAR  program.  The 
PSRO  is  still  completing  the  analysis  of  its  12  research  questions  and  is  drawing 
conclusions  about  next  steps,  as  well  as  the  best  way  to  integrate  the  massive  data 
system  with  its  great  information-generating  capacity  into  the  ongoing  review 
system. 

Remaining  on  the  research  agenda  from  the  demonstration  is  a  follow-up  study 
of  discharge  planning  (Research  Question  4).  This  time  a  group  of  patients  who 
were  identified  at  admission  as  having  discharge  potential  according  to  the  dis- 
criminant equation  developed  in  Research  Question  2  constitutes  the  study  group. 
One  might  question  the  use  of  that  equation  with  a  population  of  newly  admitted 
patients,  however,  because  it  was  developed  on  a  prevalence  estimation  of  those 
immediately  ready  for  discharge  to  community  care  homes  and  did  not  include 
estimation  of  those  who  were  severely  but  temporarily  disabled. 

Objectives  for  the  current  year  include  moving  more  specifically  into  quality  of 
care  areas,  e.g.,  tranquilizers  and  bladder  and  bowel  training.  A  PCE  study  planned 
in  this  area  concerns  management  of  behavior  problems.  The  strategy  of  the  PCE 
study  subcommittee  is  to  approach  such  a  study  in  a  fact-finding  way  without 
predetermined  criteria  and  standards.  Another  planned  PCE  study  concerns  pro- 
cesses of  rehabilitation. 

The  VPSRO  staff  and  board's  interest  in  moving  more  vigorously  into  the 
quality  area  is  reflected  in  its  current  proposal  for  focused  utilization  review.  It  is 
proposed  that  UR  be  focused  on  those  patients  who  do  have  potential  for  discharge 
(based  on  VPSRO's  earlier  work  )  but  that  the  chronic,  nondischargeable  patients 
must  be  important  targets  for  concurrent  quality  assurance  review. 

VPSRO  remains  committed  to  involvement  of  the  social  worker  in  the  review 
process  but  has  been  working  in  the  postdemonstration  period  to  clarify  a  cost- 
effective  contribution  for  the  social  worker.  Currently  there  are  two  social  workers 
for  the  entire  VPSRO  area  and  they  consult  on  a  referral  basis.  Thus,  the  social 
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workers,  while  still  an  integral  part  of  the  review  plan,  no  longer  attend  each  AURC 
meeting. 


CONCLUSIONS 

The  VPSRO  program  is  an  extraordinarily  interesting  one,  largely  because  of 
its  dual  attention  to  building  both  a  review  system  and  a  data  system.  Its  strengths 
include  (a)  the  ability  to  muster  the  program  across  the  entire  state  in  a  relatively 
short  time,  weathering  political  opposition;  (b)  its  exploration  of  complex  issues  of 
effectiveness  through  the  twelve  research  questions;  and  (c)  its  information-gene- 
rating capacity  in  general.  More  than  any  of  the  demonstration  projects,  VPSRO 
gave  detailed  attention  to  whether  persons  were  placed  in  LTC  facilities  because 
of  lack  of  alternative  placements.  VPSRO  is  also  relatively  strong  in  recognizing 
psychosocial  factors  in  review. 

On  the  debit  side,  the  review  system  has  not  been  able  to  articulate  quality 
criteria  explicitly,  neither  medical  and  nursing  criteria  nor  the  more  complex  psy- 
chosocial criteria,  and  has  given  relatively  little  attention  as  yet  to  quality  assur- 
ance in  care.  The  VPSRO  relationships  with  facilities  are  precarious,  and  VPSRO 
is  perceived  by  the  facilities  as  primarily  interested  in  UR  and  disinterested  in 
quality  of  care.  To  produce  a  more  effective  partnership  with  facilities,  better  public 
relations  work  will  be  necessary.  There  are  incongruities  between  facility  percep- 
tions of  how  the  VPSRO  accomplishes  review  and  the  VPSRO  self-perceptions,  even 
on  a  matter  as  basic  as  whether  the  VPSRO  customarily  conducts  a  bedside  review. 


Appendix  A 
GUIDE  TO  REFERENCE  MATERIALS 


The  ten  demonstration  sites  have  produced  materials — such  as  forms,  criteria, 
training  manuals,  and  reviewer  handbooks — which  might  be  useful  to  other  PSROs 
that  are  establishing  long-term  care  review  programs.  All  but  two  sites  (the  Bronx 
and  Vermont)  have  produced  demonstration  final  reports  that  describe  their 
project  activities  with  varying  degrees  of  detail.  Some  have  incorporated  materials 
derived  from  the  demonstrations  in  their  Annual  Reports  or  their  Long-Term  Care 
plans.  In  this  appendix  we  provide  a  brief  guide  to  some  of  the  materials  available 
at  the  participating  PSROs. 

BALTIMORE 

Baltimore  City  Professional  Standards  Review  Organization.  Final  Project  Report: 
Long-Term  Care  Demonstration  Project.  1979. 

This  comprehensive  project  report  describes  the  activities  undertaken  by  BCPSRO 
during  the  demonstration  period,  including  the  surveys  of  chronic  disease  hospital  patients 
and  of  nursing  home  patients,  the  procedures  for  utilization  review,  the  development  of 
quality  assessment  criteria,  the  MCE  studies  conducted  during  the  demonstration,  and  a 
report  of  BCPSRO's  work  in  upgrading  quality  in  a  single  problem  facility.  The  proposal 
for  an  automated  data  system  is  appended,  as  is  a  copy  of  the  long-term  care  review 
manual. 

BCPSRO  had  developed  a  network  of  cooperative  arrangements,  not  only  with 
the  Medicaid  Agency  and  the  Medicare  intermediaries,  but  also  with  the  Health  Sys- 
tems Agency  and  the  Division  of  Licensing  and  Certification.  This  report  includes 
the  MOUs  signed  between  the  PSRO  and  the  latter  two  agencies  and  delineates  the 
nature  of  their  cooperative  activities  and  strategies  to  avoid  overlap. 

THE  BRONX 

Bronx  Professional  Standards  Review  Organization.  Long-Term  Care  Concurrent 
Screening  Criteria.  January  1978. 

This  manual  provides  an  example  of  a  diagnostically-oriented  approach  to  long-term 
care  review  criteria;  it  reproduces  the  16  diagnostically-related  criteria  for  level  of  care  that 
were  developed  by  the  PSRO  Standards  Subcommittee  of  the  Long-Term  Care  Committee. 
Each  diagnostic  condition  is  further  subdivided  into  two  criteria  sets:  justification  for 
admission  given  that  diagnosis,  and  criteria  for  management  and  treatment. 

Diagnostic  criteria  topics  included  are  anemias;  arthritis;  bronchitis;  stroke;  cirrhosis 
of  the  liver;  congestive  heart  failure;  diabetes;  fracture  of  the  skull,  spine,  trunk,  upper 
limb,  or  lower  limb;  hypertensive  disease;  ischemic  heart  disease;  neoplasm;  Parkinson's 
disease;  peripheral  vascular  disease;  renal  disease;  senile  or  presenile  disease,  or  senility 
without  psychosis. 

Bronx  Professional  Standards  Review  Organization.  The  Bronx  PSRO  Long-Term 
Care  Demonstration  Project:  Final  Report.  May  1,  1979. 

This  report  describes  the  major  activities  of  the  BPSRO  demonstration,  including  its 
Utilization  Review  System  and  its  Concurrent  Quality  Assurance  System.  Special  studies 
undertaken  by  the  PSRO  and  preliminary  experience  with  their  diagnostically-related 
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quality  of  care  criteria  are  reported.  A  physician  advisor  training  manual  is  included 
among  the  appendices. 

CHARLES  RIVER 

Greenfield,  Carol.  Feasibility  Study  of  a  Management  Information  System  for  the 
Charles  River  PSRO  Long-Term  Care  Medical  Review  Program.  Wellesley,  Massa- 
chusetts, Charles  River  PSRO.  March  1979. 

This  report  describes  the  manual  Management  Information  System  developed  by  the 
Charles  River  PSRO  for  the  purposes  of  administrative  accountability  as  well  as  for  use 
in  evaluating  the  program  and  in  making  decisions  about  the  focusing  of  the  review.  The 
process  of  the  development  of  the  system,  working  backward  from  the  tabular  displays 
desired  as  outputs,  is  detailed,  and  there  is  practical  information  included  about  the  kind 
and  amount  of  personnel  time  required  to  maintain  such  a  Management  Information 
System.  The  author  makes  recommendations  for  the  circumstances  (in  terms  of  program 
stability  and  volume  of  reviews)  under  which  she  would  suggest  conversion  to  a  computer- 
ized system. 

McNitt,  Barbara.  Long-Term  Care  Demonstration  Project  Final  Report.  Charles  Riv- 
er Health  Care  Foundation.  Wellesley  Hills,  Massachusetts.  December  1978. 

This  report  describes  the  Charles  River  Demonstration  Project  in  considerable  detail. 
Its  appendix  includes  the  Charles  River  PSRO  Patient  Care  Referral-Assessment  Form. 
This  form  is  one  of  the  best  validated  forms  used  by  the  demonstration  projects  and  has 
proven  seminal  for  other  PSROs.  The  form  is  particularly  adaptable  for  transferring  infor- 
mation from  the  acute  to  the  long-term  care  setting.  It  involves  considerable  staff  time  for 
completion  and  has  been  considered  a  tool  for  engaging  LTC  facility  staff  in  assessment  of 
its  patients.  The  report  includes  the  manual  for  completion  of  the  form  and  an  illustration 
to  demonstrate  exactly  how  it  should  be  filled  out. 

Charles  River's  quality  of  care  criteria  are  included  in  another  appendix.  The  two  MCE 
studies  performed  under  the  demonstration  are  described  and  the  criteria  are  reproduced. 
Both  of  these  studies  provide  a  model  for  an  MCE  study  on  the  delivery  system  providing 
care,  since  the  topics  concern  physicians'  care  plans  for  transferring  patients  to  nursing 
homes  and  patterns  of  physician  coverage  of  nursing  home  patients.  The  former  was 
restudied  and  the  results  are  presented  so  that  the  reader  can  reach  a  judgment  about  the 
study's  impact. 

A  useful  aspect  of  this  report  is  a  series  of  tables  used  by  the  Charles  River  PSRO  for 
a  manual  LTC  Management  Information  System.  This  represents  one  effort  to  develop  a 
feedback  loop  for  the  recommendations  that  are  made  by  the  reviewers. 

COLORADO 

Colorado  Foundation  for  Medical  Care.  The  Colorado  Experience  in  PSRO  Long- 
Term  Care  Review.  Denver,  Colorado.  October  1978. 

This  report  is  particularly  recommended  because  of  its  comprehensive  and  detailed 
treatment  of  all  aspects  of  the  Colorado  demonstration  project.  The  report  details  the 
thinking  that  went  into  each  step  of  programming  and  contains  statements  about  the 
strengths  and  weaknesses  of  each  program  component.  The  report  also  provides  data  from 
the  preadmission  review  program,  the  concurrent  review  program,  a  special  drug  study, 
and  a  variation  on  an  MCE  program.  Examples  of  profiled  data  displays  may  be  useful  to 
other  PSROs. 

The  highlights  of  this  tightly  written  and  rich  report  include  the  reproduction  of  the  24 
problem-focused  criteria  sets  developed  by  the  demonstration.  These  criteria  differ  from 
those  of  the  Bronx  (cited  above)  because  they  are  organized  by  functional  problems  rather 
than  diagnosis;  included,  for  example,  are  skin  problems,  hearing  and  vision  problems, 
incontinence,  and  so  on.  The  Colorado  criteria  are  unusual  in  that  they  are  outcome-based, 
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and  they  include  psychosocial  problems  (e.g.  depression,  social  isolation)  as  well  as  physical 
problems.  Another  important  contribution  of  the  report  is  its  detailing  of  a  method  of 
retrospective-focused  review;  this  is  a  two-stage  process  that  entails  broad-based  screening 
on  a  few  simple  parameters  and,  based  on  those  findings,  performance  of  patient  care 
evaluation  studies.  Colorado  was  particularly  distinctive  in  the  way  it  used  this  method  to 
select  MCE  study  topics,  a  process  described  in  the  report. 


Kahn,  K.,  W.  Hines,  A.  Woodson,  G.  Burkham-Armstrong,  and  C.  Holtz.  A  Multidisci- 
plinary  Approach  to  Assessing  the  Quality  of  Life  and  Services  in  Long-Term  Care. 
Colorado  Foundation  for  Medical  Care.  November  1975. 

This  document  reports  the  EMCRO  study  performed  by  CFMC  prior  to  the  long-term 
care  demonstration.  The  study  is  useful  for  its  documentation  of  unmet  needs  of  long-term 
care  patients,  as  well  as  for  its  pinpointing  of  problems  in  applying  a  level-of-care  system. 
The  information  generated  by  this  EMCRO  study  provided  the  basis  for  the  Colorado 
demonstration. 

MINNEAPOLIS 


Hendrickson,  M.,  and  J.  Gustafson.  An  Integrated  Approach  to  Review:  A  Demonstra- 
tion and  Evaluation  of  a  Long-Term  Care  Program.  Final  Report.  Foundation  for 
Health  Care  Evaluation.  Minneapolis.  1979. 

This  three-volume  work  is  a  scholarly  and  comprehensive  description  of  the  Minneapo- 
lis demonstration  project.  The  project  was  conducted  as  a  quasi-experiment  in  long-term 
care  review;  the  study  design,  with  it  hypotheses  and  assumptions,  is  delineated  in  the  first 
volume  and  the  results  are  described.  The  remaining  volumes  contain  the  lengthy  forms 
used  for  review  in  Minneapolis,  as  well  as  copies  of  all  the  research  instruments  used  to 
measure  the  effectiveness  of  the  review  system.  Training  materials  are  also  provided. 

The  Minneapolis  report  provides  particularly  good  background  on  both  the  historical 
function  of  the  PSRO  in  long-term  care  review  and  the  state  of  the  art  as  reflected  by  the 
long-term  care  literature.  It  also  describes  in  detail  an  approach  to  review  unique  to  that 
site;  the  central  ingredient  is  a  "systems  approach,"  which  views  the  PSRO  as  a  change 
agent  in  long-term  care. 

Both  the  PAP  and  POP,  the  two  quality  assurance  devices  referred  to  in  the  Minneapolis 
chapter,  are  included  in  this  volume,  along  with  detailed  instructions  for  their  use. 


MULTNOMAH 


Multnomah  Foundation  for  Medical  Care.  Long-Term  Care  Demonstration  Final 
Report.  Portland,  Oregon.  1979. 

This  rather  abbreviated  report  highlights  the  Foundation's  experiences  with  a  delegat- 
ed review  system.  Because  the  Multnomah  system  was  delegated,  the  relevance  of  much 
of  the  report  is  diminished. 

Multnomah  Foundation  for  Medical  Care.  Procedures  Manual  for  the  Skilled  Nurs- 
ing Facility.  April  1977. 

Although  again  referring  to  a  delegated  review  system,  this  manual  is  useful  for  its 
inclusion  of  the  Data  Collection  Form  and  instructions  for  its  use,  the  level  of  care  criteria, 
the  procedures  used  for  interfacing  with  facibty  utilization  review  committees,  and  the 
criteria  developed  for  delegation.  The  Multnomah  PSRO  provides  us  with  the  best  docu- 
mentation of  experiences  with  a  delegated  review  system  in  long-term  care. 
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SAN  JOAQUIN 


Allison-Cooke,  Sherry,  and  Susan  Ellis.  An  Assessment  of  the  Impact  of  SJPSRO 
Concurrent  Quality  Assurance  Review  on  Quality  of  Care  in  LTC  Facilities.  Rhode 
Island  Health  Services  Research,  Inc.  1979. 

This  is  a  two-part  report  describing  SJPSRO's  quality  assurance  study.  The  reader  is 
referred  to  this  work  for  a  detailed  description  of  methods  and  findings,  including  a  discus- 
sion of  the  process  of  developing  a  weighted  scoring  system  for  SJPSRO's  53-item  quality 
assurance  checklist. 

Hislop,  E.  Long-Term  Care  Demonstration  Project:  Final  Report.  Stockton,  Califor- 
nia. 1978. 

This  report  summarizes  all  features  of  the  San  Joaquin  demonstration  project.  Of 
special  interest  are  the  concurrent  quality  assurance  criteria,  which  were  developed  in  the 
form  of  a  checklist.  The  criteria  are  reproduced  in  the  report.  San  Joaquin's  three  MCE 
studies  on  decubitus,  stroke,  and  unreported  level  of  care  changes  are  also  included.  The 
San  Joaquin  MCE  study  on  decubitus  is  noteworthy  for  its  use  of  a  prospective  method. 
A  cohort  of  newly  admitted  patients  was  followed  to  determine  (a)  the  incidence  of  cases 
developed  in  the  nursing  home,  and  (b)  the  incidence  of  existing  cases  that  became  worse 
within  the  nursing  home.  In  case  of  either  of  those  screening  conditions,  the  care  of  the 
patient  was  examined  against  the  criteria  for  prevention  of  or  care  of  decubitus. 

SOUTH  CAROLINA 

South  Carolina  Medical  Care  Foundation.  Long-Term  Care  Demonstration  Report. 
Columbia,  South  Carolina.  October  1978. 

This  document  is  a  rather  terse  sketch  of  the  LTC  activities  conducted  by  the  demonstra- 
tion project.  Although  it  contains  a  list  of  strengths  and  weaknesses  of  each  activity  as 
perceived  by  the  PSRO,  it  would  be  of  limited  use  to  a  reader  who  wished  to  reconstruct 
the  essentials  of  the  South  Carolina  program. 

South  Carolina  Medical  Care  Foundation.  Long-Term  Care  Advisors  Handbook.  1977. 

This  work  provides  an  example  of  a  handbook  designed  by  a  PSRO  program  with 
binding  long-term  care  review  in  order  to  inform  physician  advisors  about  their  functions. 
It  contains  a  presentation  of  practical  information  about  responsibilities,  time  commit- 
ments for  review,  reimbursement,  Medicare  and  Medicaid  requirements,  definitions  of 
skiUed  and  intermediate  care,  and  guidelines  to  assist  SNFs  in  recognizing  skilled  patients. 
Appeal  processes  are  also  detailed. 

UTAH 

Utah  Professional  Standards  Review  Organization.  Plan  for  Implementation  of 
Long-Term  Care  Review.  Salt  Lake  City.  July  1978. 

Utah's  operational  plan  for  long-term  care  review  diverges  in  many  ways  from  the 
program  implemented  under  the  demonstration.  It  nevertheless  describes  several  of  the 
most  interesting  features  of  the  demonstration  project.  The  explicit  process  criteria  (or 
guidelines  in  Utah's  preferred  term)  are  reproduced  in  the  plan.  Similarly,  the  PACE 
system,  a  quality  assurance  program  that  taps  computerized  Medicaid  billing  records  as 
a  data  base,  is  discussed,  along  with  its  adaptations  for  monitoring  long-term  care. 

Utah  Professional  Standards  Review  Organization.  Long-Term  Care  Demonstration 
Project:  Final  Report.  Salt  Lake  City.  June  1979. 

This  report,  released  just  as  the  current  volume  was  going  to  press,  contains  a  detailed 
discussion  of  Utah's  LTC  review  demonstration,  with  particular  emphasis  on  the  study  of 
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concurrent  quality  assurance.  The  reader  is  referred  to  this  report  for  a  detailed  account 
of  findings  from  that  study.  The  MCE  studies  performed  during  the  demonstrations  are  also 
presented  in  the  final  report. 

VERMONT 

Vermont  Professional  Standards  Review  Organization.  Program  Report.  1978. 

This  document  is  a  massive  binder  of  materials  about  the  entire  VPSRO  review  pro- 
gram. It  contains  substantia]  sections  describing  the  continuing  stay  review  and  quality 
assurance  activities  of  the  long-term  care  program.  Instruments  for  Patient  Assessment 
and  for  MR/IPR  are  included,  along  with  guides  for  their  use.  There  is  also  a  section  that 
contains  anecdotal  descriptions  of  the  impact  of  the  concurrent  quality  assurance  program. 

Gutkin,  C,  J.  N.  Morris,  S.  Sherwood,  and  R.  Stone.  A  Mathematical  Function  To 
Predict  Potential  of  Transfer  to  a  Community  Care  Home  for  Level  II  Nursing  Home 
Patients  in  Vermont.  Draft  paper.  January  30,  1979. 

Morris,  J.  N.,  M.  S.  Gutkin,  and  S.  Sherwood.  A  Goal-Oriented  Approach  to  Comm  u- 
nity Care  Home  Placement.  Draft  paper.  January  15,  1979. 

Morris,  J.  N.,  C.  E.  Gutkin,  S.  Sherwood,  and  R.  Stone.  Preparation  of  Appropriately 
Placed  Nursing  Home  Residents  for  Community  Living.  Draft  Paper.  January  29,  1979. 

Vermont  Professional  Standards  Review  Organization.  The  Relationship  Between 
Patient  Satisfaction  and  Compliance  with  Admitting  Documentation  Criteria.  Draft 
paper.  1979. 

The  above  works  are  draft  papers  prepared  by  Hebrew  Rehabilitation  Center  for  Aged 
and  by  the  Vermont  PSRO,  addressing  the  research  agenda  of  the  VPSRO  demonstration 
project.  At  the  time  that  this  list  was  prepared,  final  versions  of  these  papers  were  not 
ready.  VPSRO  and  HRCA  were  in  the  process  of  preparing  other  papers  depicting  findings 
related  to  utilization  review,  the  recommendations  of  the  review  committees,  and  a  survey 
on  the  impact  of  PSRO  LTC  review  on  physicians  in  the  area.  It  is  likely  that  all  of  this 
work  will  be  integrated  into  a  final  report.  Interested  readers  should  inquire  directly  of 
VPSRO  or  HRCA  for  more  details. 


Appendix  B 
GLOSSARY 


ADL 

AR 
AURC 

BCPSRO 

BEDSIDE  REVIEW 
BINDING  REVIEW 

BPSRO 

CAP  COORDINATOR 
CDH 

CFMC 

CONDITIONAL  STATUS 
CORRECTIVE  ACTION 


Activities  of  Daily  Living.  These  are  activities  basic  to  self-care, 
including  toileting,  feeding,  dressing,  ambulation,  and  transfer 
from  bed  or  chair.  Most  of  the  PSRO  projects  developed  measure- 
ments for  assessing  the  extent  to  which  patients  could  manage 
their  ADLs  independently.  One  indicator  of  the  quality  of  nursing 
home  care  is  the  extent  to  which  patients  are  rehabilitated  in  their 
ADL  functions. 

Admission  Review.  A  review  and  initial  determination  of  a  PSRO 
of  the  medical  necessity  and  appropriateness  of  the  patient's  ad- 
mission to  an  LTC  facility  and  his/her  level  of  care  assignment. 

Area  Utilization  Review  Committee.  Vermont  PSRO  divided  the 
state  into  five  areas  for  the  purpose  of  LTC  review  and  centrally 
administered  one  multi disciplinary  AURC  in  each  area.  Each 
AURC  was  responsible  for  utilization  review,  medical  review,  and 
independent  professional  review. 

Baltimore  City  Professional  Standards  Review  Organization.  One 
of  the  ten  LTC  demonstration  sites  whose  area  includes  the  city  of 
Baltimore,  exclusive  of  Baltimore  County. 

"Hands-on"  (examination)  or  "hands-ofF"  (observation  only)  assess- 
ment of  the  patient's  condition  to  help  determine  the  medical 
necessity,  quality,  and  appropriateness  of  services. 

Binding  review  means  that  the  PSRO's  decision  determines 
whether  the  facility  should  be  paid  for  the  care  it  claims  to  have 
given  based  on  medical  necessity  and  appropriate  level  of  care.  The 
PSRO's  review  is  binding  on  fiscal  intermediaries  and  state  agen- 
cies for  payment  purposes  when  the  PSRO  is  found  competent  to 
assume  review  responsibility. 

Bronx  Professional  Standards  Review  Organization.  One  of  the  ten 
LTC  demonstration  sites  that  includes  the  borough  of  the  Bronx. 

Colorado  Admissions  Program  Coordinator.  Colorado  PSRO 
review  coordinators  who  performed  preadmission  review  of  pa- 
tients in  acute  care  hospitals  before  admission  to  long-term  care 
facilities. 

Chronic  Disease  Hospital.  Long-term  care  hospitals  (particularly 
in  the  Baltimore  PSRO  area)  that  provide  highly  skilled  and  reha- 
bilitative services.  This  level  of  care  is  more  highly  skilled  than 
that  rendered  by  the  skilled  nursing  facilities,  but  less  skilled  than 
acute  care. 

Colorado  Foundation  for  Medical  Care.  One  of  the  ten  LTC  demon- 
stration sites  located  in  Denver  and  extending  statewide. 

The  Secretary  of  DHEW  designates  a  PSRO  on  a  conditional  (trial) 
basis  in  order  to  determine  the  capacity  of  the  organization  to 
perform  its  duties  and  functions.  All  of  the  PSROs  conducting  LTC 
demonstration  projects  had  conditional  status  as  distinguished 
from  planning  status  or  operational  status. 

Efforts  made  by  the  PSRO  to  correct  deficiencies  identified  through 
review  activities.  Corrective  action  includes  feedback  to  LTC  facili- 
ties and  educational  activities. 
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COST-BASED 
REIMBURSEMENT 

CQA 


CR 


CRITERIA 


CRPSRO 
CSR 

DECUBITUS 

DELEGATION 

DPH 

DSS 

DSW 

EMCRO 

EXPLICIT  CRITERIA 
FEEDBACK 

FHCE 


A  method  of  payment  of  medical  care  programs  for  services  de- 
livered to  patients.  The  amount  of  the  payment  i3  based  on  the 
costs  to  the  provider  of  delivering  the  services. 

Concurrent  Quality  Assurance.  A  process  that  ensures  the  appro- 
priateness and  quality  of  all  health  and  support  services  rendered 
to  the  individual  patient  while  he/she  resides  in  an  LTC  facility. 
CQA  is  contrasted  with  the  retrospective  review  of  grouped  data 
through  procedures  such  as  the  medical  care  evaluation  (MCE) 
study. 

Concurrent  Review.  Refers  to  admission  review  and  continued 
stay  review  for  both  medical  necessity  and  appropriateness  of  pa- 
tient care  while  the  patient  is  in  the  facility. 

Predetermined  elements  of  health  care  that  have  been  developed 
by  health  professionals  who  have  drawn  upon  professional  exper- 
tise, prior  experience,  and  professional  literature.  Such  criteria  are 
used  to  compare  aspects  of  quality,  medical  necessity,  and  appro- 
priateness of  health  care.  Criteria  may  refer  to  the  process,  out- 
come, or  structural  components  of  quality. 

Charles  River  Professional  Standards  Review  Organization.  One 
of  the  ten  LTC  demonstration  sites  located  in  a  suburban  area  west 
of  Boston  covering  communities  represented  by  the  Charles  River 
District  Medical  Society  and  Middlesex  West  District  Medical  Soci- 
ety. 

Continued  Stay  Review.  A  review  and  determination  by  a  PSRO 
at  intervals  during  a  patient's  nursing  home  stay  of  the  medical 
necessity  and  appropriateness  of  continuation  of  the  patient's  stay 
at  that  level. 

A  decubitus  (decubiti,  in  the  plural  form)  is  a  skin  ulcer,  commonly 
known  as  a  bedsore.  Because  decubiti  commonly  accompany  inade- 
quate nursing  care  of  long-term  patients,  many  of  the  demonstra- 
tions gave  particular  attention  to  this  problem. 

The  acceptance  by  the  PSRO  of  the  facilities'  performance  and 
findings  of  utilization  review  and  quality  of  care  assessment  activi- 
ties. Delegation  is  precluded  for  LTC  facilities,  except  for  those 
that  are  hospital-based. 

Department  of  Public  Health.  A  state  department  that  is  responsi- 
ble for  public  health  matters.  Such  a  department  sometimes  con- 
tracts with  DSS  to  perform  certain  professional  components  of  the 
Medicaid  program. 

Department  of  Social  Services.  State  welfare  departments  that  are 
responsible  for  providing  social  services  and  often  for  welfare  pro- 
grams, including  the  Medicaid  program. 

Department  of  Social  Welfare.  In  this  report,  the  term  is  used  in 
the  same  way  as  Department  of  Social  Services  (see  DSS  above). 
Nomenclature  for  this  department  varied  from  state  to  state. 

Experimental  Medical  Care  Review  Organization.  EMCRO's  were 
projects  funded  by  the  National  Center  for  Health  Services  Re- 
search in  the  late  1960s  to  test  the  concept  of  professional  peer 
review.  In  this  sense  they  were  PSRO  prototypes. 

Predetermined,  measurable  elements  of  health  care  against  which 
health  services  can  be  measured. 

Findings  and  results  of  review  activities  communicated  from  the 
PSRO  to  facility  stafFby  profiled  data  or  one-to-one  consultation  for 
the  purpose  of  assisting  the  facility  to  improve  its  performance. 

Foundation  for  Health  Care  Evaluation.  One  of  the  ten  LTC  dem- 
onstration sites  representing  the  Minneapolis-St.Paul  area  and  the 
northern  half  of  Minnesota. 
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FISCAL  INTERMEDIARY 


FOCUSED  REVIEW 


GNP 


HANDS-OFF  ASSESSMENT 


A  public  or  private  agency,  usually  Blue  Cross  or  a  private  insur- 
ance company,  that  enters  into  an  agreement  with  DHEW  to  ad- 
minister Medicare  claims  and  perform  other  designated  functions 
or  with  a  state  agency  to  perform  some  functions  for  a  state  Medi- 
caid program. 

A  modification  of  review  systems  by  decreasing  concurrent  review 
activity  in  areas  of  acceptable  performance  and  concentrating  or 
intensifying  review  resources  on  significant  problem  areas.  This 
focusing  may  be  done  on  the  basis  of  past  performance  or  on  the 
basis  of  the  results  from  preliminary  screening  activities. 

Geriatric  Nurse  Practitioner.  A  registered  nurse  who  has  success- 
fully completed  an  education  program  that  meets  the  criteria  spe- 
cified in  the  "Guidelines  for  Continuing  Education  Programs  for 
Geriatric  Nurse  Practitioners"  developed  by  the  American  Nurses 
Association.  The  Colorado  PSRO  utilized  GNPs  for  "hands-on" 
assessment  of  patients  during  their  demonstration  project. 

Observation  of  the  patient  during  the  review  process  to  help  deter- 
mine the  medical  necessity,  quality,  and  appropriateness  of  ser- 


HANDS-ON  ASSESSMENT 


HEALTH  CARE  ASSOCIATION 


HRCA 


HRF 


HSA 


HSQB 


ICF 


IPR 


IMPLICIT  JUDGMENTS 


LTC 


A  simple  physical  examination  of  the  patient  during  the  review 
process  to  assess  the  patient's  condition.  Such  data  are  then  used 
to  determine  the  medical  necessity,  quality,  and  appropriateness 
of  services. 

Formerly  known  as  the  Nursing  Home  Association,  the  Health 
Care  Association  is  the  major  trade  association  of  the  nursing 
home  industry.  It  is  organized  with  a  central  national  office  and 
state  and  regional  chapters. 

Hebrew  Rehabilitation  Center  for  Aged  located  in  Boston,  Massa- 
chusetts. HRCA  provided  technical  assistance  in  research  design 
to  several  of  the  demonstration  PSROs. 

Health  Related  Facilities.  A  term  used  in  New  York  State  for 
"ICF."  HRFs  are  reimbursed  in  New  York  by  Title  XIX,  except  for 
the  lowest  level.  They  typically  provide  board,  room,  and  personal 
assistance  on  a  long-term  basis  but  have  a  minimal  medical  compo- 
nent. 

Health  Systems  Agency.  A  federally  funded  health  planning  and 
resources  development  agency  in  each  designated  health  service 
area  throughout  the  country.  The  Agency's  functions  include 
review  and  approval  of  proposed  plans  for  health  services  and  the 
use  of  federal  funds  designated  for  health. 

Health  Standards  and  Quality  Bureau.  The  bureau  of  the  Health 
Care  Financing  Administration  in  the  Department  of  Health,  Edu- 
cation, and  Welfare,  which  administers  the  PSRO  program. 

Intermediate  Care  Facility.  An  institution  that  provides  health 
care  and  services  to  individuals  who  do  not  require  the  degree  of 
care  or  treatment  provided  by  a  hospital  or  skilled  nursing  facility 
but  do  require  some  nursing  home  care. 

Independent  Professional  Review.  An  interdisciplinary  review  of 
the  need  for  the  care  and  the  services  provided  for  ICF-level  Medi- 
caid recipients.  The  review  includes  personal  contact  and  observa- 
tion of  each  resident  and  is  made  at  least  annually. 

Judgments  regarding  the  quality  of  an  activity  that  are  made 
without  reference  to  any  stated  explicit  criteria  or  ordered  scales; 
judgments  depend  on  internalized  standards  or  expertise. 

Long-term  Care.  Health  or  personal  care  services  required  on  a 
long-term  basis  (usually  more  than  30  days)  by  persons  who  are 
chronically  ill,  aged,  disabled,  or  mentally  retarded. 


Ill 


LTC  FACILITY 


LOC 


LOS 


LPN  (LVN) 


MCE 


MFMC 
MEDICAID 


MEDI-CAL 
MEDICARE 


MINIMUM  DATA  SET 


MIS 


MOU  (MOA) 


MR 


A  health  care  institution  (or  distinct  part  of  such  an  institution) 
that  is  certified  to  participate  in  the  Medicare  and/or  Medicaid 
program  as  a  skilled  nursing  facility  (SNF)  or  intermediate  care 
facility  (ICF). 

Level  of  Care.  The  frequency,  intensity,  and  skilled  nature  of  ser- 
vices needed  by  the  patient  that  determine  the  necessity  and  ap- 
propriateness of  patient  placement.  Examples  of  levels  of  care  are 
acute,  skilled,  intermediate,  and  rehabilitative. 

Length  of  Stay.  A  measure  of  utilization  equal  to  the  number  of 
days  a  patient  is  institutionalized,  calculated  by  subtracting  the 
admission  date  from  the  discharge  date. 

Licensed  Practical  Nurse  (Licensed  Vocational  Nurse).  A  graduate 
of  a  practical  nursing  program,  usually  a  1-year  training  program 
with  high  school  graduation  as  a  prerequisite.  LPNs  are  licensed 
by  the  states. 

Medical  Care  Evaluation  Study.  An  in-depth,  usually  retrospec- 
tive, study  of  the  quality  and/or  the  utilization  of  health  care 
services.  Usually,  a  number  of  cases  on  a  selected  problem  are 
reviewed  to  establish  the  pattern  of  care  for  the  problem  in  ques- 
tion. Corrective  action  is  taken  where  indicated,  and  a  subsequent 
study  is  made  of  the  impact  of  the  corrective  action.  PSROs  are 
responsible  for  performing  at  least  one  MCE  study  per  calendar 
year  in  each  LTC  facility. 

Multnomah  Foundation  for  Medical  Care.  One  of  the  ten  LTC 
demonstration  sites  that  includes  much  of  Portland,  Oregon. 

Health  care  payments  provided  under  Title  XIX  of  the  1965 
amendments  to  the  Social  Security  Act  for  persons  of  all  ages  who 
are  eligible  for  welfare  or  are  medically  indigent.  This  program  is 
funded  from  federal  and  state  revenues  in  varied  proportions.  Gen- 
eral federal  standards  can  be  augmented  by  individual  state  re- 
quirements. Most  public  funds  for  nursing  home  care  come 
through  Medicaid.  The  program  is  administered  by  state  health  or 
welfare  agencies. 

The  Medicaid  program  in  the  State  of  California. 

Health  care  insurance  as  provided  under  Title  XVIII  of  the  1965 
amendments  to  the  Social  Security  Act  for  people  over  65  years  of 
age,  and  some  under  65  who  are  disabled.  The  program  is  adminis- 
tered by  the  Social  Security  Administration.  Part  A  of  this  pro- 
gram provides  only  limited  skilled  nursing  home  benefits  while 
Part  B  covers  physician  care.  No  ICF  care  is  covered  under  Medi- 
care. 

A  minimum  aggregation  of  uniformly  defined  and  classified  statis- 
tics that  describe  an  aspect  of  health  care. 

Management  Information  System.  Refers  to  a  data  system  that 
provides  information  on  the  operation  of  the  review  system  rather 
than  patient  and  provider  profiles. 

Memorandum  of  Understanding  (Memorandum  of  Agreement). 
An  agreement  outlining  roles  and  responsibilities  between  agen- 
cies. MOUs  are  often  made  between  PSROs  and  fiscal  intermediar- 
ies, state  agencies,  or  health  facilities.  These  are  the  vehicles  by 
which  the  state  can  allow  PSROs  authority  to  conduct  binding 
review  in  ICFs,  as  provided  by  the  law. 

Medical  Review.  A  review  of  skilled  nursing  home  patients,  re- 
quired by  Medicaid.  A  team  of  physicians  and  other  appropriate 
health  and  social  service  personnel  assess  the  condition  and  need 
for  care  of  each  patient  in  a  long-term  care  facility. 
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MSW 

NATIONAL  PROFESSIONAL 
STANDARDS  REVIEW 
COUNCIL  (NPSRC) 

NORMS 

OPERATIONAL  STATUS 
OT 

OUTCOME  EVALUATION 
OUTLIER 

PA 

PACE 

PAF 
PAP 

PAR 
PCE 


Master  of  Social  Work.  A  degree  signifying  completion  of  a  mas- 
ters program  from  an  accredited  school  of  social  work  and  connot- 
ing expertise  regarding  psychosocial  problems.  An  MSW  is  diffe- 
rentiated from  a  bachelors  degree  in  social  work  (BSW)  from  ac- 
credited undergraduate  programs  and  from  the  use  of  the  term 
"social  worker"  or  "caseworker"  without  either  of  these  formal 
credentials. 

This  council,  composed  of  physicians  appointed  by  the  Secretary  of 
DHEW,  advises  the  Secretary  in  the  administration  of  the  PSRO 
program. 

Numerical  or  statistical  measures  of  the  usual,  observed  perfor- 
mance of  health  care  services.  These  levels  can  be  used  to  create 
standards. 

After  a  PSRO  has  demonstrated  its  competency  to  perform  its 
duties  and  functions,  it  may  be  designated  as  operational  by  the 
Secretary  of  DHEW.  A  PSRO  must  have  demonstrated  its  capacity 
to  perform  all  phases  of  review,  including  LTC  review,  before 
achieving  operational  status.  No  PSRO  in  the  country  has  yet  been 
designated  as  operational. 

Occupational  Therapist.  A  specially  trained  individual  who  evalu- 
ates the  self-care,  work,  and  leisure  performance  skills  of  disabled 
patients  and  plans  and  implements  programs  designed  to  restore, 
develop,  and/or  maintain  the  patient's  ability  to  accomplish  activi- 
ties of  daily  living. 

Evaluation  of  the  results  of  health  services  in  terms  of  patient 
mortality,  morbidity,  level  of  function,  psychological  morbidity, 
etc.  This  emphasis  looks  at  the  results  of  care,  not  at  the  care  itself. 

An  LTC  facility  or  provider  rendering  care  well  outside  the 
range  of  acceptable  performance.  Outliers  may  fall  on  the 
positive  or  negative  side  of  a  distribution,  but  only  the  latter 
pose  problems  for  quality  control. 

Physician  Advisor.  A  physician  member  of  the  PSRO  (staff  or  con- 
sultant) who  agrees  to  serve  as  a  reviewer  of  cases  that  present 
questions  of  medical  necessity  or  level  of  care.  The  physician  advi- 
sor is  the  only  person  authorized  to  render  an  adverse  determina- 
tion. Review  coordinators  suggest  cases  to  the  physician  advisor 
for  such  determinations. 

(1)  Physician  Ambulatory  Care  Evaluation.  A  computerized  sys- 
tem used  by  the  Utah  PSRO  to  tap  into  Medicaid  billing  claims  to 
screen  for  quality  of  care.  Part  of  their  system  was  used  to  monitor 
drugs  given  to  nursing  home  patients. 

(2)  A  set  of  federally  sponsored  forms  for  patient  assessment 
and  classification  in  LTC.  A  revised  version  (PACE  II)  is 
designed  to  facilitate  patient  care  management. 

Patient  Assessment  Form.  A  form  used  by  both  the  Vermont  PSRO 
and  the  Charles  River  PSRO  for  the  assessment  forms  they  com- 
pleted at  the  time  of  each  review. 

Preadmission  Planning.  A  mechanism  used  by  the  Minneapolis 
PSRO  to  ensure  appropriate  placement  and  provide  preliminary 
care  planning  before  a  patient  is  admitted  to  an  LTC  facility.  Com- 
prehensive data  were  gathered  from  the  patient. 

Preadmission  Review.  A  review  of  the  appropriateness  of  a  patient 
referral  to  an  LTC  facility  prior  to  his  admission  to  the  nursing 
home  (usually  from  a  hospital). 

Patient  Care  Evaluation  Study.  Same  as  a  Medical  Care  Evalu- 
ation Study. 
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PEER  REVIEW 
PL  92-603 
PL  95-141 

POP 

POQA 

PRN 

PROCESS  EVALUATION 
PROFILE 

PSRO 

PT 
RC 

RECONSIDERATION 
PROCESS 

RELIABILITY 

RETROSPECTIVE 
REVIEW 

SCMCF 


The  process  by  which  various  disciplines  evaluate  the  appropriate 
quality  of  health  care  offered  by  their  own  profession  in  accord- 
ance with  established  standards  of  practice. 

The  Social  Security  Amendments  of  1972  that  amended  Title 
XVIII  (Medicare)  and  Title  XIX  (Medicaid)  and  created  Title  XI, 
Part  B,  establishing  the  PSRO  program. 

"Medicare-Medicaid  Anti-Fraud  and  Abuse  Amendments."  This 
public  law  gave  PSROs  the  authority  to  review  SNF  but  did  not 
award  PSROs  review  responsibilities  for  intermediate  care  facili- 
ties (ICFs)  unless  the  state  agency  requests  that  they  assume 
review  or  unless  DHEW  finds  that  the  state  agency  is  not  conduct- 
ing effective  review. 

Problem-oriented  Planning.  The  ongoing  care  planning  component 
of  the  Minneapolis  PSRO  LTC  program.  This  was  a  multidiscipli- 
nary,  highly  structured  approach  to  patient  assessment,  care  plan- 
ning, and  monitoring  of  progress.  It  included  a  statement  of  pro- 
vider expectation  regarding  the  level  of  outcome  achievable. 

Problem-oriented  Quality  Assurance.  A  facility-based  data  system 
used  by  the  Minneapolis  PSRO  for  evaluating  the  quality  of  care 
delivered  in  LTC  facilities.  It  involved  both  internal  review  of  care 
and  feedback  of  data  from  other  components  of  the  PSRO  system 
(i.e.,  PAP  and  POP). 

"When  needed,"  e.g.,  in  instructions  regarding  medications. 

Evaluation  of  what  a  provider  does  to  and  for  a  patient,  e.g.,  treat- 
ment for  decubiti.  Focus  here  is  on  diagnosis  and  treatment.  This 
assumes  that  professionally  accepted  methods  of  practice  will  lead 
to  good  results. 

An  aggregation  of  data  in  formats  that  display  patterns  of  health 
care  services  over  a  defined  period  of  time.  In  long-term  care, 
profiles  displayed  by  facility  or  physician  or  patient  characteristics 
permit  comparisons  to  be  made  and  differences  in  patterns  of  care 
to  be  observed. 

Professional  Standards  Review  Organization.  The  PSRO  program 
was  established  by  PL  92-603  to  ensure  the  medical  necessity,  qual- 
ity, and  appropriate  utilization  of  health  care  services  provided  to 
beneficiaries  of  Medicare,  Medicaid,  and  Maternal  and  Child 
Health  Programs. 

Physical  Therapist.  A  specially  trained  individual  who  uses  physi- 
cal activity  and  assistive  devices  in  relieving  pain,  restoring  max- 
imum functioning,  and  preventing  disability  following  disease,  in- 
jury, or  loss  of  a  body  part. 

Review  coordinator.  A  person,  usually  a  nurse,  employed  to  per- 
form review  in  health  facilities. 

A  process  available  to  the  patient  (or  his/her  designee),  attending 
physician,  and  facility  administrator  to  achieve  reconsideration  of 
an  adverse  decision  initially  made  by  the  PSRO. 

The  reproducibility  of  a  result  or  an  observation,  i.e.,  how  closely 
a  second  experiment  or  observation  conducted  under  the  same 
circumstances  yields  the  same  answer.  Threats  to  reliability  in- 
clude both  variation  in  the  subject  being  observed  and  variation  in 
the  performance  of  the  observer. 

A  review  of  care  after  the  care  has  been  given,  and  possibly  after 
the  patient  has  been  discharged. 

South  Carolina  Medical  Care  Foundation.  One  of  the  ten  LTC 
demonstration  sites,  a  statewide  PSRO  located  in  Columiba,  South 
Carolina. 
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Rhode  Island  Health  Services  Research,  Inc.  SEARCH  provided 
evaluation  of  and  technical  assistance  to  the  LTC  demonstration 
during  the  first  year  of  the  project  period  through  a  contract  with 
HSQB. 

San  Joaquin  Professional  Standards  Review  Organization.  One  of 
the  ten  LTC  demonstration  sites  located  in  Stockton,  California 
and  consisting  of  five  counties  clustered  around  San  Joaquin  Coun- 
ty. 

A  service  that  requires  the  skills  of  a  qualified  nurse  or  therapist 
for  the  safe  and  effective  provision  of  care. 

Skilled  Nursing  Facility.  An  institution  that  is  primarily  engaged 
in  providing  skilled  nursing  care  for  patients  who  require  medical 
or  nursing  care  or  rehabilitative  services.  The  definition  of  skilled 
care  relates  to  the  level  and  intensity  of  nursing  services  required. 

A  staff  member  of  a  long-term  care  facility  designated  to  provide 
social  services  under  the  direction  of  a  social  work  consultant.  This 
individual  does  not  necessarily  have  formal  social  work  education. 

Social  and  Rehabilitative  Service.  An  administrative  unit  at  the 
federal  level  and  in  some  states  that  manages  welfare  and  related 
programs,  including  Medicaid. 

Professionally  developed  expressions  of  the  range  of  acceptable 
variation  from  a  norm  or  a  criterion 

Evaluation  of  a  facility  or  organization  in  terms  of  descriptive 
characteristics,  such  as  numbers  and  qualifications  of  personnel, 
presence  of  a  record  system  of  a  given  type,  or  the  space  allotted 
per  patient.  Licensing  surveys  and  Medicare  certification  utilize 
structural  evaluation  to  a  large  extent. 

The  Medicare  Program.  See  Medicare. 

The  Medicaid  Program.  See  Medicaid. 

Utah  Professional  Review  Organization.  One  of  the  ten  LTC  dem- 
onstration sites,  located  in  Salt  Lake  City  and  covering  the  entire 
state  of  Utah. 

Utilization  Review.  The  process  of  determining  the  medical  neces- 
sity and  appropriateness  of  patient  care. 

The  degree  to  which  data  or  results  of  a  study  are  correct  or  true. 
The  extent  to  which  a  measure  actually,  reflects  that  which  it  pur- 
ports to  measure. 

Not  in  agreement  with  a  standard.  A  variation  may  exceed  the 
standard  (acceptable)  or  fall  short  of  the  norm  (unacceptable). 

A  term  used  to  describe  the  process  of  analyzing  performances  that 
are  discrepant  with  the  quality  of  care  criteria.  Analyses  are  made 
to  determine  whether  such  discrepancies  are  justifiable  or  whether 
they  represent  deficiencies  in  the  quality  of  care.  For  example,  in 
the  typical  MCE  study,  data  were  collected  by  data  abstracters  and 
the  variation  analysis  was  performed  by  a  committee  of  the  PSRO. 

Vermont  Professional  Standards  Review  Organization.  One  of  the 
ten  LTC  demonstration  sites,  located  in  Burlington,  Vermont,  and 
extending  throughout  the  State  of  Vermont. 

A  term  used  to  connote  the  discretionary  ability  of  the  fiscal  inter- 
mediary or  the  state  agency  to  waive  the  requirements  for  reim- 
bursement at  a  given  level  of  care  and,  under  special  circum- 
stances, to  reimburse  for  care  not  ordinarily  covered  under  Medi- 
care or  Medicaid. 
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